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Tue earliest account of a perforating gastric ulcer was 
presented to the Royal Society by Christopher Rawlinson 
in 1729, and the earliest description of a perforated 
duodenal ulcer was written by Jacopo Penada of Padua 
in 1793. Dr. Samuel Gee in his Bradshaw Lecture for 
1892 gave a translation from the French of a most graphic 
account written by Madame De La Fayette of the death 
agony of Henrietta, Duchess of Orleans, on June 26th, 
1670, at St. Cloud. It was thought by the English Royal 
House that this unfortunate Princess had been poisoned 
at the instigation of her husband; but Littré in 1872 
pointed out that the description of the Duchess’s acute 
illness and the post-mortem findings were without doubt 
typical of a perforated gastric ulcer. In the Bibliothéque 
Nationale there is preserved a ‘‘ Memoir of a Surgeon of 
the King of England who was present at the opening of 
the body of Madame” which contains these interesting 
comments : 

**On opening the abdomen fetid gas escaped; the whole of the 

abdomen was full of a sanious, putrid, yellow, watery fluid, 
mixed with oil; the outside of the stomach looked healthy and 
the inside was free from disease except for a little hole in the 
middle of the anterior wall, which had been accidentally produced 
by the surgeon with the point of his scissors.” 
* Benjamin Travers (a former President of the Royal 
College of Surgeons) in 1816 described very accurately 
several cases; two of these, which I take the liberty of 
quoting, have very interesting post-mortem findings. 

** Case 1.—Mr. , aged 35, of a strumous habit but enjoying 
generally good health, was seized whilst dining in company, 
with an excruciating pain in the abdomen, which he described 
as unlike any he had ever felt. ...His abdomen was tense 
and hard, his respiration somewhat agitated, flatus’ rose in 
quantity from his stomach, but he had no disposition to vomit .. . 
and he died in a warm bath at 6 a.m., sixteen hours after the 
attack of pain. Post mortem a large quantity of fluid tinged 
with bile was found contained in the pelvis; and about a finger’s 
breadth below the pylorus appeared a circular foramen, having 
a peritoneal margin of the diameter of a writing pen. It proved 
to be the centre of an irregular superficial ulcer of the mucous 
coat, including in its extent two-thirds of the ring of the pylorus.”’ 





** Case 2.—Mills, a hairdresser, had occasionally for the seven 
preceding years suffered sudden and very violent attacks of 
abdominal pain, from which he had always been speedily relieved 
by a wine-glass full of brandy, on the day of the fatal attack 
enduring severe pains. ...On reaching home this pain became 
intolerable and he died 36 hours from the commencement of the 
intense pain, Post mortem a circular aperture of the peritoneum, 
large enough to admit a crow’s quill, was found at the junction 
of the duodenum and stomach.” 

Travers sums up the principal signs of these perforating 
ulcers in a paper published in the Medical and Chirurgicat 
Transactions of 1817, in the following striking way: 

“Sudden most acute and unremitting pain, radiating from 
the scrobiculous cordis or the navel to the circumference of the 
trunk, and even to the limbs: its intensity absorbs the whole 
mind of the patient, who, within an hour from the enjoyment 
of. perfect health, expresses his serious and decided conviction 
that if the pain is not speedily alleviated he must die: coeval 
with the attack of pain there is a remarkable rigidity and 
hardness of the belly from a fixed and spastic contraction of 
the abdominal muscle.” 

Apart from Travers there was no contribution of any 
importance to the literature of perforating ulcers of the 
stomach in the early nineteenth century by any English 
surgeon, but several physicians, including Matthew Baillie, 
John Abercrombie, Sir George Baker, William Brinton, 
and George Budd, wrote descriptive articles in which they 
described not only ulcers of the stomach, but also ulcers 
of the duodenum. Abercrombie, in fact, suggested a 








* Read before the Manchester Surgical Society, March 18th, 1930. 





dietary which in many respects resembles the routine 
medical diet of to-day. Brinton, who made a remarkable 
number of post-mortem investigations, and analysed some 
1,200, makes the statement that of the less frequent 
ulcers on the anterior wall of the stomach as many as 
85 per cent. perforate, and most of them into the general 
peritoneal cavity. 

Until the close of the nineteenth century it was generally 
considered that a perforation of any gastric ulcer into the 
general peritoneal cavity meant certain death. In the 
year 1888, however, Mikulicz attempted to close an acute 
perforation of the stomach by suture, but without success; 
a successful case was reported by Heusner in 1892. At 
the British Medical Association Meeting at Bristol in 
1894 Pearce Gould opened the discussion on the operative 
treatment of perforating gastric ulcers, and recorded the 
fact that he knew of only seven cases in which an opera- 
tion had ended in success. In this same year H. P. Deane 
of the London Hospital recorded a case in which he had 
successfully sutured a perforated duodenal ulcer; and 
another was reported by L. A. Dunn in 1896. Since this 
time there has been an ever-increasing number of ‘cases 
recorded each year, and there is a marked improvement 
in the results of operative treatment. This is shown by 
the following table, which gives the figures of a’ dozen 
English surgeons. 
































| Cases. Died. Pe arn or 
Caird, I’. M. | 1896-1903 54 34 63.0 
| 1904-1913 193 71 26.7 
Short, R. 1911 £8 26 44.0 
Sargent, P. | 1904 49 21 41.9 
Morley, J. por ooo 1912 112 48 42.9 
Sherren, J. P 1912 28 12 42.8 
Struthers, J. 1£20 90 20 22.2 
Southam, A. H. 1922 40 3 9.0 
Mills, P.... ° 1925 40 11 27.5 
Moyniha», B.... 1920-1925 237 §5 25.0 
Turner, G. G.... 1903-1927 194 48 25.0 
Williams and Wal-h 1922-1929 158 47 29.7 
Watson, J. H.... 1922-1930 110 21 19.1 
1,363 417 31.6 





Undoubtedly with earlier diagnosis and prompt surgical 
treatment this high mortality rate should be very con- 
siderably lowered in the future; in fact, Professor Young 
of Glasgow had a remarkable series of 17 cases of perfora- 
tion of pyloro-duodenal ulcers between July, 1926, and 
July, 1927, without a death, and remarks that thirty years 
ago such a succession of good recoveries would have been 
regarded as impossible. ae 

The series of 110 cases of perforating gastric and 
duodenal ulcers here recorded include 7 occurring in my 
private practice, and the remaining 103 in hospital prac- 
tice (Victoria Hospital, Burnley, 85 cases; Reedyford 
Hospital, Nelson, 14 cases; Hartley Hospital, Colne, 
4 cases). Of this number 20 have been operated on by my 
colleagues, Messrs, Mackenzie, McCreadie, and Davidson, 
at the Victoria Hospital. ; 

In this list there are only eight women patients, and of 
these six were labelled gastric perforations and two duo- 
denal. Of the 102 cases occurring in males, roughly one- 
sixth are recorded as being situated in the pyloric portion 
of the stomach, and the other five-sixths perforated either 
at the pyloro-duodenal junction or in the duodenum. © 

There was one case only of a posterior perforation, 
occurring in a man aged 63 years; another perforation was 
recorded as being about the middle of the lesser curvature ; 
and there were two other cases in which perforation took 
place nearer the cardia. 

As to the age incidence the conditions appear to be most 
common in the third and fourth decades, the youngest 
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subject being 16 years, the oldest 67: both these had distal 
ulcers close to the pyloro-duodenal junction. In my expe- 
rience this acute abdominal crisis occurs most frequently 
in the winter months, especially about Christmas time. 
No case of perforating malignant ulcer has been included. 

As a general ‘rule there was a previous history of 
indigestion over a varying period of a few months to 
several years. There were, however, two instances in 
which the history of previous ulcer symptoms was. doubtful. 
The time between the acute symptoms and the time of 
operation has unfortunately not been accurately recorded, 
but I have a series of cases from one hospital (Nelson) 
ia which these data have been carefully noted, and it 
varies from two hours to sixteen hours; the average 
interval accordingly is seven hours in these cases. 





His- | Opera- Per- 











Age.| Occupation. | Site. tory. on. forated Result. 

, Years. Hours. 
29 | Clerk } D.U. } 5 25/6/25 5 Good health. 

} ¢ 
31 Ex-soldicr | D.U. Nil 15/10/26 6 Gocd h>alth. 
49 | Weaver | GD.U. 2 | 3/6/.7 6 Good health. 
53 | Postman D.U. 1 | 4/527 16 Occasional in- 

| digesticn 

45 Shopman D.U. 3 | 746/27 3 Good health. 
45 | Twister ipu. | 4 | 30/7/27 5 Occasional in- 

} | | | dis stion. 
39 | Weaver | D.U. 13 | 5/3/28 6 Good health. 
38 Overlooker D.U. | 10 1/9/28 7 | Good hea‘th. 

! } 

58 Weaver | D.U. 2 31/10/28 4 Good health. 
36 | Weaver P.U. 6 | 6/1/29 2 | Good health 

| 
44 Weaver G.DU. 3 19/12/29 14 Died, 3 hours. 
41 | Manager GD.U.| 3 | 12/29 4 | Died, 24 hours. 
31 | Weaver PU. | 2 | 8/1/30 6 Good health. 


In my experience the most common causes of death 
in the fatal cases have been: (1) shock from perfora- 
tion and operation; (2) peritonitis and paralytic ileus; 
and (3) broncho-pneumonia. 

When considering the site of the perforation it is in- 
teresting to compare a series of diagrammatic representa- 
tions given by various authorities during the past twenty- 
five years (for instance, those of Sargent,’ Morley,’ 
Deaver,? Stewart,* Einhorn’). It will be seen that most 
of the ulcers are indicated as being near the lesser curva- 
ture, and in the later diagrams most are located in the 
neighbourhood of the pylorus, with a definite majority on 
the duodenal side. Posterior perforations are relatively 
rare, and practically none seem to occur near the greater 
curvature. 

My experience leads me to believe that perforating 
ulcers, particularly of the duodenum, have become more 
frequent in recent years, especially in men. The men 
affected are mostly of the artisan class employed in mills 
and workshops, who are careless about their food, their 
habits, and general mode of living. 

The first cases I had to deal with twenty years ago were 
generally gastric ulcers which had perforated some days 
previously and were admitted to hospital with a subphrenic 
abscess: one woman, I remember, vomited a large amount 
of purulent material and died shortly after admission. 
At the post-mortem examination there was discovered 
a subphrenic abscess connected with an abscess at the base 
of the right lung. 

The incidence of proximal perforations 
said to be more frequent in women than men, but 
I have not seen a case of perforated gastric or duo- 
denal ulcer in a woman in the last two years. It is 
dificult to account for this increased number of perfora- 
ting ulcers in men; I have no satisfactory explanation to 
offer, but I am quite sure that they are heing discovered 
earlier and more often, for which full credit must be given 
to the general practitioner. 

Peritonitis resulting from leaks of this character 
fortunately differs materially from peritonitis resulting 
from an acute perforating appendix. it ‘s less virulent 
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for at least two reasons: (1) the contents of the stomach 
and duodenum are practically sterile shortly after a meal; 
(2) the patient is most likely a chronic dyspeptic and ig 
probably taking only small quantities of light food. When, 
therefore, rupture occurs, as it does most frequently three 
or four hours after a meal, the extravasation is in many 
eases sterile. This is not an absolute rule. Dugeon‘ 
found streptococci present in 12 out of 23 cases, but the 
organism was of low virulence. The Staphylococcus albus 
was present in 10 cases, a sterile exudate in 5, but he 
emphasizes the fact that when the colon bacillus is present 
the infection is always more severe. The time at which 
perforation occurs is therefore highly important as regards 
the toxicity of the exudate. Perforations occurring late 
during the process of gastric digestion are often more or 
less innocuous because of the small number and low viru- 
lence of the bacteria present. This is a very good reason 
for not draining the peritoneum, which is well able to 
take care of this type of infection if the primary leak 
is promptly controlled. When, however, the rupture occurs 
immediately after the digestion of a large meal with plenty 
of fluid, and where the amount of extravasation is great, 
the response of the peritoneum is by no means so satis. 
factory and the resulting infection may even be 
overwhelming. 
Gross PATHOLOGY. 

There are certain striking gross pathological features of 
these juxtapyloric ulcers which call for remark. In the 
first instance they may be grouped into pre-pyloric and 
post-pyloric types. 

Pre-pyloric Type.—There is usually considerable in- 
filtration and thickening of the wall of the pylorus, thus 
encroaching on the lumen; adhesions may or may not 
be present. 2 

Post-pylorie Type.—This type presents a varving amount 
of scar tissue, depending on the kind of ulcer, which may 
be: (a) Medium-sized ulcer with considerable scar. tissue 
formation and more or less extensive adhesions deforming 
and constricting the lumen; the ulcer tends to spread on 
to the pylorus. (b) Small ulcer with slightly indurated 
base; there is a marked absence of adhesions. (v) Multiple 
ulcers of the so-called “ kissing ’”’ type are rare. — 

The perforation may vary from pin-point to 6 mm. or 
7 mm. in diameter, and is typically a punched-out hole 
in the crater of the ulcer. Generally speaking, most acute 
perforating duodenal ulcers are single, round, slightly 
indurated, 1 cm. to 2 cm. in diameter, nearly always on 
the anterior surface of the first one and a half inches 
of the duodenum. A great number occur in the duodene- 
pyloric formix, as pointed out by Jefferson.’ The depth 
of this suleus varies considerably, being shallow in relaxed 
hypotonie stomachs and well marked in gastric uleer, where 
gastrie hypertonus is the rule. These duodeno-pylorie 
(Jefferson) or pyloro-ducdenal (Young) ulcers are for the 
most part duodenal, but because the pyloric veins are 
frequently obliterated in these cases many have been prob- 
ably classified wrongly as pylorie ulcers. 

When once an ulcer has eroded through the mucous coat 
and well into the muscular lining of a hollow viseus its 
progress depends primarily on two circumstances: either 
the serosa becomes glued to some adjacent structure or 
a acute abdominal crisis Is precipitate d hy sndden rupture, 
The ulcers which are most likely to perforate into the general 
peritoneal cavity are obviously those on th» anterior wall 
of the stomach and duodenum, where the pessibility of the 
formation of adhesions is least probable. When destruction 
has proceeded to such an extent that the subperitoneal 
coat is reached, a sudden intense muscular speem is likely 
to cause a rupture of the ulcer base. _ : 

From the above-mentioned pathology these 
ulcers may, for practical purposes, 
(1) the smaller ulcers with litth 
calloused ulcers, causing more 
ducing a varying amount of 
food from the stomach, 

The condition of the peritoneum at the 
d pends in general upon the time that has elapsed sinee 
the actual perforation. I have found that tho : of 
fluid present within the peritoneal sac F > 

al sac is very variable, 


perforating 
he placed in two classes: 
> induration; (2) the larger 
or less deformity and pro- 
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in cases of duodenal ulcer than in cases of gastric ulcer. 
This may be accounted for partly by the fact that the 
duodenal perforations are, on the average, larger than the 
gastric ; further, the calloused pyloric ulcer is often asso- 
ciated with a contracted and deformed lumen, which blocks 
to some extent the escape of the contents. Much depends 
also on whether the unfortunate patient has been plied 
with drinks of various kinds, administered by anxious and 
well-meaning relatives, and on the intensity of the pyloro- 
spasm. As might be expected, many of my cases of the 
duodenal type perforated at a time when the stomach was, 
or should have been, empty—that is, when they were finish- 
ing the morning or afternoon work or going to bed at 
night-—at a time when they would be beginning to feel 
hunger pains. 

The response of the peritoneum to this leaking fluid 
I have found to be very variable. As a rule, in the early 
stages the gastric contents are more irritant than the 
duodenal; there scems to be, more sero-pus and inflam- 
matory lymph deposited about a leaking gastric ulcer. - The 
duodenal contents fortunately are deflected to Morrison’s 
pouch, and are then diverted to the pelvis along the outer 
side of the ascending colon, so there may at first be very 
little evidence of peritoneal irritation. 

Apart from the extravasated fluid in these cases there 
is probably a considerable exudate produced by the peri- 
toneum itself. On every occasion I have tested the accumu- 
lated fluid it has been neutral to litmus. ‘There is a con- 
siderable amount of mucus in some instances, and bile, in 
large amount, in late cases of duodenal perforation. I 
have rarely seen particles of undigested food; the amount 
of free gas in the peritoneal cavity is also very variable. 
I have never had occasion or the opportunity to demon- 
strate a pneumo-peritoneum by radiography. As time goes 
on the peritoneal exudate becomes more purulent, and 
it is an established fact that, after six hours, the majority 
of cases are infected with staphylococci, streptococci, and 
Bacillus coli communis of virulent type; hence the need 
of a rapid and careful peritoneal toilet. In late cases with 
profound infection the peritoneal vessels will be found 
engorged with dark venous blood, and there is little or no 
bleeding from the wound—a bad omen. 


SYMPTOMATOLOGY. 

The description by Travers, already given, of the onset 
of the symptoms is brief, exact, and impressive; I have 
failed to find any other written account which gives so 
accurately the predominant signs. For the sake of analysis 
they may be tabulated. 

1. Acute onset of agonizing pain, which entirely absorbs the 
patient’s attention. 

2. General deep tenderness of the abdominal wall. 

3. Early and intense boardiike rigidity of the flat muscles 
of the abdominal wall. 

In addition to these definite and most urgent symptoms 
there is usually associated : 

4. A slow pulse of good volume and slightly raised or normal 
blood pressure in this early stage. 

5. A subnormal or normal temperature. 

6. Nausea and vomiting present in the majority of cases. 

7. Shallow and rapid breathing (upper thoracic type). 

Other less constant signs may be noted or elicited, such 
as superficial hyperalgesia, shoulder-tip pain, pallor and 
flushing of the face, sweating of the head and chest, 
pneumo-peritoneum, and loss of liver dullness. The patient 
is frequently very restless, moaning and groaning with 
pain; occasionally he holds himself very rigidly, lying on the 
back with the knees flexed. The presence of free fluid 
in the abdomen, abdominal distension, cold extremities, 
and evidences of profound shock and toxaemia are very 
late and ominous signs. 

Of the predominant symptoms I have just tabulated 
the most urgent is undoubtedly the agonizing pain which 
is usually referred by the patient to the epigastric region. 
I have found difficulty in judging the exact site because 
the patient is so distraught by his suffering that he can- 
not sufficiently concentrate to give reliable answers, and 
usually dismisses the question abruptly by saying ‘‘ It is 
all over,’ or ‘‘ Give me something to ease the pain.” 

As to the actual cause of the intense pain, much has 
been written of a more or less discursive and indefinite 
character; this is probably due in part to the fact that 








our knowledge of the visceral nerves and their function 
is as yet incompletely understood. 

We know that visceral organs are not subjected to the 
same kind of stimuli as those which constantly play upon 
the surface receptors; further, hollow viscera are insensi- 
tive to these particular forms of stimulation (mechanical, 
thermal, electrical). In the usual course of events the 
reactions called forth in visceral organs do not affect 
consciousness ; on the other hand, abnormal visceral stimuli 
give rise to sensations which are commonly referred to 
a somatic area removed from the point of stimulation. 

The normal functioning of a hollow organ like the 
stomach involves the contraction of smooth muscle, but 
under physiological conditions this does not generally give 
rise to sensations. The actual adequate stimulus for the 
production of pain in the stomach which is the seat of 
an ulcer and which has suddenly perforated must in some 
way be related to the contraction of the unstriped muscu- 
lature. This is what Mackenzie* termed the production 
of pain by a “vital’’ stimulus, as opposed to the 
*‘mechanical’’ stimulus which is adequate to produce 
pain in other tissues. The predominating result is pain 
referred to certain areas of the outer body wall, but the 
impulse may spread widely according to the intensity 
of the stimulus and so progressively involve other visceral 
centres in the central nervous system, by this means 
producing vasomotor, cardiac, respiratory, and other reflex 
disturbances. 

Hughson® has expressed the opinion, from his experi- 
mental studies on dogs, that spasm of the pylorus from 
disease within the abdominal cavity is caused by irritation 
of the peritoneal surface. It is evident that with a 
perforation there is immediate soiling of the peritonea! 
surface by an irritant fluid, which would accordingly be 
sufficient to cause an intense reaction in the nature of 
a violent pylorospasm, reflex in character, and involving 
both vagal and sympathetic neurons. It has been shown 
by fluoroscopic examinations of patients with gastric 
ulcer that the pain in many instances coincides with the 
appearance of peristaltic contractions sweeping over the 
pyloric portion towards the contracted pylorus. 

The operative findings in cases of perforating ulcers 
confirming these statements have, so far as I am aware. 
not been recorded, but I have on several occasions noted 
the sphincter pylori standing out as a thickened pallid 
band, and found on exploring the pylorus from the duodenal 
side that the pyloric canal was so contracted that it was 
difficult to find, and could only be forced by strong digital 
pressure. This narrowing of the lumen, I observed, was 
not due to a cicatricial constriction but to a contracted 
sphincter pylori, which gave way to steady pressure, and 
on dividing the sphincter later the hypertrophied muscle 
fibres were clearly demonstrated. 

Mackenzie’s early personal experiences as a surgeon in 
the first instance led him to believe that the violent con- 
traction of the smooth muscle of a hollow viscus was the 
major factor in the production of visceral pain, and the 
weight of evidence to my mind appears to support his 
argument that under certain circumstances when _ the 
contractions of a hollow muscular canal like the pylorus 
become violent or spastic, or when the blood suppiy to 
the muscle is greatly diminished, the contraction of smooth 
muscle gives rise to pain; in fact, the most sevese pains 
in the epigastric region are probably due to pylorospasm. 

This pylorospasm depends upon an excessive activity of 
the visceral nerves of the stomach and duodenum; the 
stimuli they conduct create, according to Mackenzie, an 
irritable focus in the spinal cord (seven to twelve dorsai 
segments roughly). This condition of hyperexcitability 
profoundly affects the reception and conduction of various 
regional impulses, so much so that an_ ordinary tactile 
impulse in passing through this disturbed centre is so 
exaggerated that it produces a painful impression in the 
sensorium. Further, the afferent visceral stimuli may 
also bring about the phenomenon of referred pain in which 
the impulse is actually conducted to the surface receptors 
from the central nervous system along the somatic afferent 
nerve; and again, by a process of irradiation to other 
neighbouring visceral centres, various other reflex sym- 
ptoms of an organic lesion are made manifest. 
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So far as my observations go superficial sensation docs 
not as a rule appear to be increased in these acute cases ; 
it is only on rare occasions I have been able to demonstrate 
any actual area of superficial hyperalgesia either of the 
abdominal wall or about the shoulder tip. But any 
attempt at deep palpation of the muscles of the anterior 
abdominal wall will cause severe pain. This tenderness 
is associated with a rigidly contracted muscle (viscero- 
motor reflex) and is but an exaggeration of the normal 
reflex which maintains the tone of these muscles. The 
reflexes involved in muscular guarding and rigidity are 
conveyed in part through reflex ares, which may comprise 
heth sympathetic and somatic neurons. Nevertheless a 
degree of pressure which when applied to other muscles 
of the body gives rise merely to a sensation, brings forth 
in these rigid museles a sensation of severe pain. This can 
only mean some special influence is being exerted on these 
tender muscles, the effect of which is to increase the in- 
tensity of their reaction to stimulation—namely, a hyper- 
excitable centre in the segment of the spinal cord which 
is associated with the viscus in question. 

The fact that the pulse is slow and of good volume 
in the early stages is an important feature to note, for 
despite the fact that even recent textbooks still affirm 
that the pulse is small and thready I have never felt a rapid 
small pulse in an early case. I have on several occasions 
had the blood pressure taken and found either a slightly 
raised or normal blood pressure (140 to 160 systolic)— 
never an early fall in blood pressure; so that the general 
statement that shock is a predominant feature in the early 
cases may and does lead to delay in making a diagnosis, 
for on several occasions I have been called out to these 
cases, and the doctor in charge invariably contended that 
as the pulse was so good he could not conceive that the 
pain was the result of an acute perforation. Later, of 
course, the pulse does become small and rapid, and there is 
a big drop in the blood pressure, but when this stage 
arrives the prospect of successful surgical treatment is 
getting beyond the realms of possibility. 

With regard to nausea and vomiting, in all cases of 
intense pylorospasm and pain in the epigastrium there is 
reflex inhibition of the cardia from sympathetic influences, 
and at the same time there is the intense contraction of 
the abdominal muscles; but this is not spasmodic, so that 
actual vomiting is very slight or may be absent, and at 
the most consists chiefly of attempts to get rid of very 
viscid salivary secretion. 

Respiratory difficulties are commonly observed to accom- 
pany acute abdominal disorders. The rapid and shallow 
respiratory movement is due to the fixation of the lower 
chest, principally by reflex spasm of the lower intercostals 
(fifth to twelfth) and the peripheral portions of the 
diaphragm (innervated by lower intercostal nerves). The 
dyspnoea takes the form of difficulty with the inspiratory 
phase of the respiratory cycle, particularly on an attempt 
at deep inspiration. 

In addition to these predominant signs we mect with 
the other more variable ones, such as the pallor and 
flushing of the face, sweating of the face and upper chest, 
easily provoked pilomotor reflexes, and dilatation of the 
pupil. These secondary symptoms can also be explained 
on the theory of disturbed reflexes due to spreading from 
a hyperexcitable centre in the spinal cord, and by 
diffusioh affecting secondary centres which give rise to the 
unusual or abnormal vasomotor, secretory, pilomotor, and 
pupillary reactions. 
TREATMENT. 

The only treatment for an acute perforating ulcer is 
operative, and should follow promptly on the diagnosis; 
with an early diagnosis in an otherwise good surgical risk 
the chance of cure is infinitely better to-day than the 
statistics previously quoted suggest. Even after allowing 
for bad risks, the mortality should not exceed 5 per cent., 
granted an early diagnosis and that an immediate opera- 
tion is performed. 

One of the first surgeons in this country to give serious 
consideration to active surgical intervention in these cases was 


Dobson of Bristol, who in 1883 published a paper in the Bristol 
Medico-Chirurgical Journal on a case of perforated gastric 
ulcer, and suggested as treatment early laparotomy, Cleansing 
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of the peritoneum, and suture of the perforated ulcer; if this 
last were not possible, the formation of a gastric fistula. 

_ Eleven years later, 1894, Pearce Gould, discussing the opera. 

tive treatment of perforating gastric ulcers of the stomach and 
intestine, advocated the following measures: (1) simple wash- 
ing out of the peritoneal sac and drainage; (2) suture of the 
ulcer, with or without excision of the edges, and cleansing of 
the peritoneum; (3) formation of a gastric fistula or drainage 
of the stomach, with cleansing of the peritoneum. His great 
contention was that : : 
_ “The key to the position lies in the perfect cleansing of the 
fouled peritoneum, for nearly every case of failure of the operation 
has been due to the imperfect cleansing of the serous sae and 
continuance of the peritonitis.”’ 

The method of cleansing advised was irrigation, which took 
the form cf flushing from a douche can or with the use of 
a Higginson syringe, the solutions preferred for this purpose 
being either plain boiled water or normal saline, but weak 
antiseptic solutions (boric, carbolic, and creolin) were utilized 
by Morris and other believers in the antiseptic system. Drainage 
of the pelvis was instituted in every case, and, as a rule, a 
drainage tube was led down ta the site of the Jesion. 

In 1897 Braun of Leipzig published the first case of successful 
suture in which a piece of omentum was grafted over the 
perforation, and an anterior gastro-enterosiomy completed the 
operation. Shortly afterwards Moynihan, Patterson, and other 
British surgeons began to combine the posterior operation with 
simple suture, and for a time this was the method adopted by 
the majority of surgeons. 

Mothersole'® published in 1906 two cases of resection and 
suture of perforated gastric ulcer. 

Mills"! reported, in a series of 40 cases published in 1925, 
better results with the combined operation than with simple 
suture, but he admits that he performed the simpler operation 
only in the most serious cases. 

Bager’s'? figures, collected from fifty hospitals in Sweden 
are very interesting. He has collected 1,767 cases operated 
upon by about a hundred surgeons during the period 1911 
to 1925. Of these, 684 had the operation of simple suture, the 
mortality being 36.4 per cent.; in 616 cases the suture was 
supplemented by gastro-enterostomy, and the mortality was 
23.4 per cent.; 84 cases were treated by resection, with a 
mortality of 25 per cent.; in 111 cases in which simple tam- 
ponage or drainage alone was instituted the mortality rose 
to 68.5 per cent. He says that the poorer results of ‘simple 
suture, compared with the combined operation of suture and 
gastro-enterostomy, were due undoubtedly to the fact that 
patients treated by suture alone were the worst operative risks; 
further, he remarks that cases treated by suture would not 
have been improved by gastro-enterostomy, but in the cases 
treated by gastro-enterostomy the mortality would have been 
somewhat lower had the suture method been adopted. For 
similar reasons he is convinced that the cases treated by gastrie 
resection were good operative risks, and that the mortality 
would certainly have been reduced had less radical measures 
been adopted. 

For some years past I have personally given up the eom- 
bined operation, being convinced in my own mind that the 
simplest surgical procedures which will correct the defective 
anatomical findings will give the best results. I venture 
to submit that in the majority of these cases the quickest 
simplest, safest, and most effective technique is to exciss 
the ulcer-bearing area, divide the sphincter pylori, and 
unite the cut edges of this open wound at right angles 
to the long axis of the gastro-duodenal tract. By this 
method the ulcerated area is removed; any secondary ulcer 
an-be seen and treated; a better union is obtainable by 
the suture of healthy tissues; constriction of the lumen is 
avoided; and the prospect of future obstruction of the 
outlet to the stomach greatly lessened, if not entirely 
obviated. ‘ 
The operation is performed under local anaesthesia combined 
with the administration of ether oxygen. Occasionally. in ] 
cases, the operation has been performed with Seeak : sth sa 
alone, following Pauchet’s technique. The abdom er a 
with a paramedian or median incision: the liv , is aa 
lifted up, and the stomach grasped by an assist a = Py uiled 
over to the left. By using a moist gauze a d ror sell Ye P 

Recker held is obtained St gauze abdominal compress 
a firm » and by this means further leak 
can be controlled. If there is a ‘cons; + Serer ae 
Cé a S a considerable amount of fluid 
in the abdomen and pelvis a suprapubic puncture be d 
at this stage, and a wide, split rubber tube imserted | See 

. th of Douglas institut; erted to the bottom 
of the pouc gias, thus instituting early drai 
rauze packs rung out of salin SL Hot 
g P ‘ ; e are then placed in Morrison's 
pouch and below and internal to the site of the lesi i 
tucked downwards towards the elvis 4 1 a being 
erforation must be obtained if 5 ae Pa: of the 
Pearl area is to he undertaken. The wneiniain is “ae inh 
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form of a square with the diagonal lengthwise; if the sphincter 
pylori is not included the incision is continued through its 
centre. In those cases in which the sphincter is considerably 
thickened, a wedge is removed on either side of the incision. 
The sutures are then placed after the manner of a Horsley’s 
pyloroplasty, an inner layer of interrupted through-and-through 
sutures of No. 1 catgut and a superimposed layer of Lambert 
sutures of linen or silk. The packs are now removed, and 
further pockets of exudate mopped up gently with moist 
gauze. After this toilet of the peritoneum the wound is 
carefully closed in layers without any local drainage, but the 
yelvic drainage tube is kept in for twenty-four to forty-eight 
enon No drainage at all is required in early cases with little 
extravasation, and no form of irrigation is attempted. 

Immediately after the operation the patient is given a pint 
of glucose and sodium carbonate solution (5 per cent.) per 
rectum. If there are indications of shock, as indicated by a 
weak and rapid pulse and low blood pressure, a subcutaneous 
or intravenous saline is administered; the patient is returned 
to bed, maintained in the recumbent position; radiant heat 
is applied to the abdomen, and the patient is kept under the 
influence of morphine. The patient is not raised to the Fowler 
position until the pulse shows a considerable improvement, but 
on no account is any use made of pituitary extracts. 
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A rary extensive literature has of late accumulated 
with regard to bacillary dysentery in Great Britain, 
suggesting that the disease is endemic and that its unusual 
prevalence during the past few years 1s probably only the 
result of more careful investigation. 

The last twenty-four years have shown one or more out- 
breaks of bacillary dysentery in at least eleven areas; 
even so, the following recital is probably incomplete: 
1906, Birmingham'; 1911, Paddington’; 1915, Blackwell 
rural district* (1,000 to 1,700 cases of diarrhoea mainly 
dysenteric in character associated with pollution of water 
supply); 1921, Ogmore and Garw urban district* (1,100 
cases—probably a water-borne infection); 1922, Lynton 
urban district* (18 cases due to milk-borne infection) ; 
1923 to 1926, Aberdeen*® (about eight outbreaks, totalling 
50 cases); 1925, Ayr’ (five groups of 12 cases); 1926, 
St. Andrews (150 cases)*; 1928, Smethwick®; 1928, New- 
castle!® (141 cases). Further cases are referred to by 
Nabarro,!? Clayton,!* and Warren.'* 

Textbook descriptions of bacillary dysentery postulate 
epidemicity where sanitation is defective or where water 
and mil supplies are infected. Endemicity is regarded 
as the normal in Eastern cities, while the occasional out- 
breaks in this country are relegated to asylums. The 
following. account of the Flexner and Sonne outbreaks in 
Scunthorpe will help to refute the foregoing ideas, and 
will support the statements of other observers (Fraser, 
etc.,° Wiseman,’ Fyfe,* Charles and Warren,!! Nabarro,’? 
and Warren"), regarding the marked variation in viru- 
lence and the unrecognized prevalence of bacillary 
dysentery. 

The Aberdeen, Newcastle, St. Andrews, and Ayr out- 
breaks in particular emphasized the variable virulence 
both of Sonne and of Flexner infections. Sonne infections 
appear to have been regarded as the less serious, which 





agrees with Thjétta’s observation that the resultant diar- 
rhoea is often not serious enough to warrant the attention 
of a physician. On the other hand, some of the Aberdeen 
Sonne infections could definitely be subdivided into severe 
and mild groups—the former again being subdivided into 
two further groups. The more serious Flexner type of 
infection at Newcastle proved especially virulent among 
children, while adults appeared immune. The experience 
of the Scunthorpe series agrees in detail with these. obser- 
vations. Another curious analogy with the Newcastle’? ™ 
cases is that in both areas the outbreaks were at first 
regarded as food poisoning, several members of a family 
being taken ill, with fatalities resulting. 


Flerner Outbreak. 

On February 4th, 1930, a message was received from 
the doctor in attendance that the four children, aged 3 
to 10 years, of a working-class family residing at Ashby, 
Scunthorpe, were suffering from what was believed to be 
food poisoning. 

The house was at once visited, and one child (Be. G.), 
aged 3 years, was found to be dying. There was marked 
dyspnoea, and Kernig’s sign was present. No pulse could 
be felt; no head retraction was observed; and the tempera- 
ture was 100° F. The history was that the child had 
first been taken ill four days previously, complaining of 
abdominal pain, headache, and diarrhoea. Death occurred 
on February 4th. Ba. G., aged 8 years, was said to have 
been delirious on the evening of February 3rd, and within 
twenty-four hours had a temperature of 102° F. with 
abdominal pain and diarrhoca. A. G., aged 10, had 
headache on the morning of February 4th, but wanted 
to go to school. By the evening the pulse was 140 and 
the temperature was 103° F., with abdominal pain and 
diarrhoea, §S. G, had a similar onset, the symptoms being 
complicated by whooping-cough of about seven days’ 
duration. Both the father—an ironworker—and mother 
were quite well. 

On revisiting the patients with the family doctor in 
the evening the three surviving children were found to 
be extremely ill with almost constant diarrhoea, the 
motions being greenish black in colour, resembling spinach, 
and emitting a peculiar smell which, later, was realized 
to be almost pathognomonic. There was no obvious blood 
or mucus, and apparently no vomiting. No splenic en- 
largement could be discovered, and no rose spots were 
seen. Specimens of faeces were obtained from each sur- 
viving child. A tentative diagnosis of food poisoning was 
made, but an hour’s close questioning failed to suggest 
any incriminated foodstuff. 

The routine procedure suggested by the Ministry of 
Health was followed, and four food samples were sent to 
the Ministry’s laboratory for examination. In view of 
the earlier results obtained from the examination of 
faeces the examination of foodstuffs was not considered 
necessary. A post-mortem examination was carred out on 
the fatal case (Be. G.) on February 5th by the patient’s 
doctor, and evidence of an enteritis was found. The 
following specimens were sent to the Ministry’s laboratory : 
(a) small intestine, (b) kidney, (c) spleen, (d) section of 
liver, (c) stomach. Unfortunately no part of the iarge 
intestine was sent. On February 5th the condition of 
the patients was critical, especially that of the youngest 
child, S. G. Specimens of blood were obtained from the 
parents and the two children A. G. and Ba. G. and 
dispatched to the Ministry’s laboratory. 

The house involved was one of nine scattered old houses 
forming an isolated courtyard, with a common water 
supply from a shallow well. Immediate instructions were 
given to boil all water before use. Four pail closets were 
in use at the onset of the outbreak. The property 
generally speaking was old, but in fair habitable con- 
dition. Only one house was overcrowded by two families 
of four adults and nine children. New accommodation 
was found for the subtenants. 

Detailed inquiries were made at all the remaining eight 
houses, but no history of illness was obtained except from 
the overcrowded cottage where the five children, of the 
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K. family were said to have had _bloodstained diarrhoea 
about the beginning of January. The children when seen 
on February 5th were quite fit, and no doctor had been 
called in during their illness. 

Pasteurized milk was in use at three houses (including 
the G. and K. families) and raw milk from another dealer 
at four houses, while the two remaining houses used milk 
from both sources. 

The condition of the three children of the G. 
family remained much the same on February 6th, with 
continuation of marked diarrhoea, which showed bright 
red blood on the evening of that day. There was some 
remission of the pyrexia. 

On February 7th a telegram was received from the 
Ministry stating that W type Flexner dysentery bacilli 
had been found in the faecal specimens of two of the three 
G. children. A. G. and Ba. G. were at once removed to 
an infectious diseases hospital, but the toxaemic con- 
dition of S. G. precluded removai. Polyvalent anti- 
dysenteric serum was wired for. 

Further inquiries were then instituted for dysentery 
carriers, and an indefinite history was obtained from Mr. 
K., whose children had been ill in January. Blood speci- 
mens were sent to the Ministry’s laboratory from both 
parents and from two of the five children (E. K. and 
B. K.) who had been the most seriously affected. Normal 
agglutinations were given by the parents’ bloods, while 
those of the children gave slight but definite evidence of 
Flexner infection (titre 80 in 160). E. K.’s faeces on 
February 9th were normal and negative, although she 
was said to have had slight diarrhoea on February 8th. 

Eighty c.cm. of antidysentery serum was administered 
to the surviving sick child (S. G.) on February 8th, but 
death occurred later in the day. 

Prophylactic doses of 10 c.cm. were given to three of 
four women who had taken turns in nursing the sick 
children and 30 c.cm. to the fourth (Mrs. M.), who was 
found to be in bed ill with diarrhoea. A specimen of 
faeces was obtained prior to this patient’s removal to 
hospital as a suspected case. The report received subse- 
quently showed the presence of a few colonies of Flexner W. 

Following the receipt of the Ministry’s telegram cir- 
culars were sent to the medical practitioners of the district 
requesting notification of any suspicious cases—dysentery 
being notifiable under the Public Health (Pneumonia, 
Malaria, and Dysentery) Regulations, 1919. As a result 
two groups of cases—(a) Dr. EF. and 8. T., and (>) Mrs. R. 

were investigated in different parts of the district. 
Although blood-stained diarrhoea had occurred in each 
case the agglutinations were all negative. 

No further developments took place until February 
10th, when Mrs. B., who had assisted in the nursing of 
the G. children, complained of diarrhoea with mucus and 
blood. The stools when seen presented the classical ‘ red 
currant jelly’? appearance. Culture from a_ specimen 
obtained on February 11th showed numerous colonies of 
Flexner W, and removal to hospital was effected on the 
same day. Prophylactic doses of serum were given to the 
remaining members of the B. household. 

As soon as the true nature of the outbreak was realized 
the Ministry of Health was requested to send assistance, 
with the object of trving te locate the source of infection. 
Dr. N. R. Beattie visited the district on February 12th 
and 13th, but in spite of the closest investigation no 
definite source of infection could be found. An attempt 
was made, however, to link up the infections between 
the K. and G. families. The members of the K. family 
were the only unsatisfactory tenants in this particular 
group of houses, and it was found that they had been 
allocated a pail closet for their own use, while the remaining 
eight families shared the other three. One of the elder K. 
children admitted having used the pail closet allocated to 
the G. family. In view of the fact that the K. children 
had suffered from undiagnosed dysentery in January it 
may be possible that the infection was transmitted in this 
way to the G. children. On the other hand, the family of 
subtenants (ineluding three young children) who lived 
with the K. family from January 12th to February 11th, 
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suffered from no suspicious symptoms. A specimen of 
faeces could not be obtained from Mr. G. (who had given 
an indefinite history of dysentery during the South African 
and European wars) until February 19th. This proved 
to be negative, and the outbreak was by then considered 
to have subsided. 

On March Ist E. K. was reported to he passing blood 
and mucus, the only symptoms being slight abdominal 
pain. On the following day a small quantity of almost 
pure blood and mucus wes passed, and a specimen showed 
the presence of numerous colonies of Flexner W. The 
child undoubtedly had a ‘‘ relapse,’”’ in view of the definite 
agglutination given by her blood on February 7th and the 
negative faeces of February Sth. Hospital removal was 
therefore effected on March 5th, and a negative stool 
was obtained by March 11th, the stools in fact having 
hecome quite normal in appearance by March 3rd _ before 
hospitalization. 

On March 19th Mrs. K. was reported to be ill, and blood 
and mucus were passed on the 21st. Specimens of stools 
were sent for examination, and showed an abundant growth 
of Flexner W. In view of the negative agglutination of 
February 7th the patient had, curiously, escaped infection 
during the January infections in her own home, and again 
during E. K.’s relapse of March Ist. I. K. had returned 
from hospital on March 17th. A specimen of blood from 
Mrs. K. on April 2nd showed a ‘* suspicious ” agglutination 
against Flexner W in a titre of 30. A previous specimen 
on February 7th had shown normal agglutination only. 

On April 8th J. K. was said to have passed blood and 
mucus, although the child was not ill and had a normal 
temperature. On the following day there was slight 
mucus but no blood, and a specimen showed Flexner W 
to be present. On receipt of the report the child wag 
removed to hospital, where no treatment was necessary, 
and she was discharged on April 17th, following a negative 
stool. Although no serological evidence had been pre- 
viously obtained J. K.’s case was undoubtedly a ‘ relapse.” 

This group of Flexner W infection therefore comprises 
11 cases, 7 of which gave definite bacteriological evidence, 
and 2 serological, while the remaining 2, although nega- 
tive bacteriologically, were quite definite clinically—one 
in fact being fatal. Of the 11 patients, 3 were adults 
(all females) and 8 were children (7 females and 1 male), 
In addition, two other patients were removed to hospital 
as suspects, but were subsequently found not to be suffer- 
ing from bacillary dysentery. The population at risk ia 
this isolated group of houses consisted of 21 adults (7 male 
and 14 female) and 14 children (13 females and 1 male). 

The cases are interesting inasmuch as the infection 
‘* bred true ’’ throughout; in view of the greatly increased 
virulence in the children of one family (2 deaths) ; the 
occurrence of two ‘ relapses ’’?; and because no source of 
infection could be discovered—an experience typical of 
all other outbreaks, except those due to infected water 
or milk. 

Diagnosis was confirmed by faecal culture tests, whi 
agglutination tests were only found to be cial oa 
(see Charles and Warren''). For successful faecal tests 
the specimens had to be obtained early. One negative 
stool was considered sufficient for discharge from hospital. 








Sonne Outbreak, 

On April 10th a message was received from a doctor 
that there had been suspicious diarrhoea affecting a 
household next door to one where he was visiting. This 
house was also situated in Ashby, but at a considerable 
distance from the venue of the Flexner cases. <A visit 
disclosed that a child, E. M., aged 2, had complained of 
diarrhoea with blood and mucus about the end of Mareh. 
It was stated that she had experienced similar attacks 
previously. 

The father, an ironworker at the same works as Mr. G. 
of the Flexner series, had been taken suddenly il while 
at work about the beginning of April. Blood and mueus 
had been passed, but no medical attention had been sought. 
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TABLE OF LABORATORY INVESTIGATIONS. 
Flerner Cuses. 

_ ; es 

Date arnt Specimen. Result. 
aoe —" | 
Feb. 5 A. G. Faeces Flexner W in considerable numbers. 

ra Ba. G | No B. dysenteriae. 

‘, e Gg. | Flexner W in small numbers. 

~ Be. G. | P.M.Ovsans No B. dysenteriae (large intestine not 

| | £ent). 

pe Mr.G. | B'ocd No agglutination against Flexner W. 

c. Mrs. G 4 Agglutinated Flexner W 1 in 40 (? sig- 
| _ nificance). 

= A. G. ” No agglutination Flexner W. 

Ba. G. | Insufficient serum. 

Feb. 7 Mr. K. * | Normal agglutination. 

be Mrs. K « Ditto. 
! 

se gk. | ° | Agglutinated Flexner W 80 in 160 

| | (slight but definite). 

rm BK. | Ditto. 

Feb. 8 Mrs. M. Faeces | Flexner W, a few colonies. 
| j 

Feb.9 | ELK. | m | No B. dysenteriae. 

Feb. 1l | Mrs. B. | | Flexner W, numerous colonies. 

a | Mys. R. | No B. dysenteriae. 

| 

Feb. 13 | Blood No agglutination to Flexner W, 

5 cr. E. | ; | Ditto. 

| : 

is 8. P. Ditto. 

Feb. 17 Water Colonies on agar D 37° C.=12 pere.cm. 
|} sample | Presumptive B. coli plus in 5 c.cm. 
| No dysentery bacilli on plating 
800 c.cm. 

Feb. 19 | Mr.K. | Faeces | No B. dysenteriae. 

March 2 i BK | Flexner W, numerous colonies. (See 

t reports on Feb. 7th and 9th. ) 

Marchll: E. kK. No B. d) senteriae (hospital clearance). 

j 

. Mrs. B. | 2 Ditto 
March 23! Mrs. K. | Flexner W (abundant). 

| 

March 31) M. H. | No B. dysenteriae. 

April 2 Mrs. K. | Blood Flexner W agglutinated lin 40. (Com- 
pare with blood of Feb. 7th— 
| that is, suspicious). 

April 9 Mrs. K. | Faeces |No B. dysenteriae (hospital clearance). 

Be J. K. = Flexner W present. 

; 
Aprills , J. K. | e | NoB. dysenteriae (hospital clearance). 
; 
Sonne Cases. 

April 12 Mr. M. | Blood Haemolysed on arrival at laboratory. 

* F. M. Faeces | B. dysenteriae Sonne (pure culture). 
April 23 F. M. j | NoB. dysenteriae (hospital clearance). 
April 26 Mrs. M. | | Ditto. 

May2 | Water | No B. dysenteriae in 100 c.cm, 

| { sample 
' ! 

F. M., aged 6, commenced with similar symptoms on 
April 10th, and a faecal specimen obtained on the 12th 
showed Sonne bacilli in pure culture. A blood specimen 
taken from Mr. M. at the same time was unfortunately 
haemolysed on arrival at the Ministry’s laboratory. F. M. 
was ad:uitted to hospital on receipt of the bacteriological 
finding; there was no apparent illness while in hospital, 
and no treatment was given. A negative stool was ob- 
tained on April 23rd, after which he was discharged 
(April 26th). 

On April 24th Mrs. M. complained of violent abdominal 
pain for about two hours, diarrhoea (but no apparent 
blood and mucus), and vomiting. Temperature and pulse 
were normal when seen, and a faecal specimen obtained 
on April 26th was negative. The family also included 
another child, P. M., and a baby. Both were said to 
have had very slight similar symptoms. Although Sonne 
dysentery was only bacterielogically proved in one child 
(F, M.), there appears little doubt that the whole family 
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of six were affected at one time or another. Mr. V., who 
lived next door and had been attended by the doctor 
who had drawn attention to the M. family, had also 
suffered from diarrhoea at the beginning of April. Un- 
fortunately no bacteriological tests could be carried out. 

No possible connexion could be traced with the Flexner 
series. The milk supply was the same pasteurized supply 
as that used by some of the Flexner series, but in view 
of its large sale in the area and the absence of any 
explosive outbreak it was assumed not to be the source of 
infection. The shallow well water supply to the houses 
occupied by the M. and G. families showed gross. con- 
tamination on bacteriological analysis, but no dysentery 
bacilli were isolated from 100 c.cm. ‘ 

The accompanying table shows the specimens examined at 
the Ministry’s laboratory. 

I would gratefully acknowledge the co-operation of Dr. J. H. 
Bellamy of Ashby and of Dr. A. H. G. Johnston of Scunthorpe, 
of Dr. Neil R. Beattie of the Ministry of Health, and particularly 


of Dr. William Scott, pathologist to the Ministry, who carried out 
the whole of the laboratory investigation. 
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THE 


Tue diagnosis of brain abscess is often a matter of great 
difficulty to the surgeon; in some cases while he may be 
pretty certain of the presence of an abscess he may fail 
to locate it. For diagnostic purposes brain abscesses may 
be classified into two groups: 

1. Those in which the classical symptoms of abscess of 
the brain are present. This group may be subdivided as 
follows: (a) Those cases in which localizing symptoms are 
present, where the abscess is caused by direct extension 
of the infective process. The best examples of this group 
are the otogenic abscesses, which occur as a result of 
middle-ear disease and are known as temporo-sphenoidal 
when they are found in the temporal lobe, and as cere- 
bellar abscess when the cerebellum is the seat of the 
disease. Another instance of this type of abscess may be 
found in the frontal area of the brain following suppura- 
tion in the frontal or ethmoidal sinuses or injuries in that 
region of the skull. (b) Those in which localizing symptoms 
are absent—namely, those cases in which the cause is 


situated at some distance from the abscess and the 
infective agent is carried by the blood stream. Metastatic 


abscesses are examples ‘of this kind and are the most 
difficult to locate. It is well to remember that sometimes 
otogenic abscesses are formed at some distance from the 
original focus of infection, and have even been found in 
the opposite side of the brain. 

2. Abscesses of the symptomless or latent type, in which 
there is an entire absence of symptoms and in some eases 
an apparent absence of cause. In this latter type the fate 
of the patient is sealed before an absolute diagnosis is 
made, owing to the abscess bursting into the lateral 
ventricles, or, on the other hand, owing to the increase 
in tension or acute inflammation which results in a break- 
ing down of adhesions formed during the course of the 
disease, and spread of pus between the dura and brain, 
causing fulminating meningitis and encephalitis. 
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In the first group the abscess may be acute or chronic; | 
in the second group it must of necessity be chronic. In 
some cases in which the infection spreads very slowly a | 
chronic abscess is formed with such dense fibrous walls | 
that it seems like a solid tumour. In these cases, owing | 
to its weight, the abscess may move from its original | 
position and be found either in the fronto-parietal or | 
occipito-parietal region. | 

EXAMINATION OF THE PATIENT. 

When tackling a case of suspected abscess of the brain 
the p¥evious medical history of the patient must be care- 
fully gone into; and no illness, however slight, may be 
ignored. An apparently trivial complaint may give a clue 
to the diagnosis when everything else has failed. Thus, 
in going into the previous history of the case, it may be 
learned that there has been a slight earache at some time 
or the other which has passed off as quickly as it came, 
and may or may not have been accompanied by a slight 
discharge. It may then be found that one membrana 
tympani is not quite normal. It may have lost some of its 
lustre as compared with the normal drum on the other 
side, or there may be slight thickening, retraction, or 
evidence of a healed pin-point attic perforation. 

Again, in the case of an abscess of the frontal lobe there 
may be a history of frontal headache indicating frontal 
or sphenoidal sinusitis or ethmoiditis, infection being 
conveyed directly, or indirectly by the veins. In other 
cases there may be an account of injury in the region 
of the orbit or nose. Fractures, or even a simple contusion 
without any damage to the bone, may be the cause of a 
brain abscess. These points in the medical history of the 
patient apply to abscesses due to more or less direct 
extension of the infection. 

When dealing with metastatic abscess other signs and 
symptoms must be looked for. The heart must be examined 
for evidence of valvular disease; vegetations conveyed by 
the blood stream may cause embolic abscess of the brain, 
often of the frontal lobe. The lungs must also be ex- 
amined, as thrombi, resulting from suppurative conditions 
such as phthisis, bronchiectasis, pneumonia, and empyema, 
may be carried by the systemic circulation to the brain. 

When embolism occurs in cases of pyaemia and leads to 
breaking down of the cerebral tissue, the middle cerebral 
artery is usually the vessel affected, the left oftener than 
the right. The symptoms resemble closely those of cerebral 
haemorrhage, for which it has often been mistaken, but 
usually the parts of the brain affected follow closely the 
distribution of the artery; while in haemorrhage large 
areas of the brain may be ploughed up indiscriminately. 
Osteomyelitis and syphilitic disease of the skull bones may 
give rise to cerebral abscess; in obscure cases, therefore, a 
Wassermann test should be carried out. 


Orocentc AnscEss. 

By far the commonest form of brain abscess is that of 
otogenic origin. It is not always easy, when called to see a 
patient suffering from an intracranial complication follow- 
ine middle-ear disease, to diagnose what the exact condi- 
tion is. Lateral sinus thrombosis, meningitis, and brain 
abscess are all caused by the pyogenic organisms, usually 
the streptococcus or staphylococcus, and one or more condi- 
tions may be found at the same time. Severe pain over 
the seat of the abscess, with rigors followed by a sharp 
rise in temperature, may be due to a suppurative pachy- 
meningitis following an extradural abscess. In addition 
there may be a localized swelling over the part owing to 
the inflamed of oedematous condition of the tissues. In 
such a ease as this one finds little or no sign of intra- 
cranial tension, and thus no localizing symptoms. When 
a subdural abscess forms, the symptoms are similar but 


more severe. 

One must bear in mind, especially in otogenic cases, that 
an extradural abscess may coexist with extensive mastoid 
disease without any symptoms of intracranial trouble and 





even very little suegestion of extracranial trouble, except 
the usual discharge from the ear and bulging behind that 





—— 
organ. Such a caso came under my care about twelve 
months ago. On operating the entire mastoid region was 
destroyed, a large subperiosteal abscess was evacuated, and 
an extradural abscess which extended lateral and anterior 
to the sigmoid sinus was opened. The sinus was covered 
with granulations but otherwise healthy, and the patient 
made a rapid recovery. 

Abscess caused by chronic middle-ear disease may occur 
in the temporal lobe as a temporo-sphenoidal abscess, or 
in the cerebellum. The abscess may be adjacent to the 
diseased bone—namely, the tegmen tympani—and is ‘then 
due to a direct spread of an extradural or intradural 
collection of pus. In other cases the infection is carried 
by the veins or perivascular lymph spaces to form aq 
abscess at some distance in the white matter of the brain, 
The abscess is almost invariably single; and when head. 
ache, vomiting, and later optic neuritis occur during the 
course of chronic middle-ear disease, brain abscess must 
be suspected. It will further be noticed in such cases 
that the discharge has ceased, also the earache, but that 
tenderness becomes more pronounced on deep pressure 
over the temporal or mastoid region. A sharp rise in 
temperature, shivering, and headache generally accompany 
the formation of pus in the brain. This is usually followed 
by a short latent period in which there are few or no 
symptoms; but then appear symptoms of compression and 
toxaemia, the latter due to absorption of pus. 

In the early stages the difficulty is to differentiate 
between meningitis and cerebral abscess, and, in addition 
in the case of cerebellar abscess, to exclude acute diffuse 
labyrinthitis. 

The following points should be noted in making a 
differential diagnosis between brain abscess and meningitis; 


Brain Abscess. Meningitis. 
Pulse: Slow and regular. Irregular in rate and force, 
Temperature : Subnormal. Raised. 
Superficial reflercs: Disappear late Disappear early and are 
and are unilateral. bilateral. 


Retraction of neck: Absent. Usually present. 
Optic discs: Slightly swollen and Highly oedematous and 
unilateral. bilateral. 


When meningitis is suspected lumbar puncture should be 
performed and the cerebro-spinal fluid examined. The result 
of this examination is not always to be relied upon, as the 
fluid may be cloudy but sterile, though a brain abscess is 
present, or it may be clear and sterile in the presence 
of purulent meningitis. Usually, however, if the fluid is 
turbid and under tension, and organisms are present, one 
may be sure that the condition is at least a purulent 
meningitis. 

When the fluid is clear and the presence of brain abscess 
is suspected the amount withdrawn should be just enough 
for the examination. This is especially important when 
there is a chance that the cerebellum may be the seat 
of the disease, as when too much fluid is withdrawn the 
foramen magnum may be blocked up by the abscess being 
pushed down into the spinal canal, and respiration would 
then cease. 


Localization of the Abscess. 

The exact position of the abscess can be localized only 
by carefully watching for any signs or symptoms that 
can be assigned to any centre of the cortex or white 
matter of the brain. In the group of otogenic abscesses 
localization 1s comparatively easy; in the metastatic 
or the latent type it is very different, and at. time 
impossible. ; 

A temporal lobe abscess of otogenic origin will usually 
be found on the same side of the brain as the diseased ear. 
The next sign to he looked for is paralvsis, the presence 
of which will depend upon whether the ghecess is small or 
large. In the former case there is nothing to be seen; 
in the latter pressure may be exerted superficially on the 
cortex, the first thing to be noticed heme facial paralysis 
and later, as the abscess increases in size, wana of the 
arm, and, finally, of the leg. In such cases the abscess 
is situated superficially and low down in the tempore 
sphenoidal lobe, and gradually spreads upwards, : 
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When the leg is paralysed first, and then the arm and 
face, it shows that the abscess is situated deeply, and is 
pressing on the motor fibres which traverse the internal 
capsule. The speech centre is affected when the left 
inferior frontal convolution is pressed upon, and motor 
aphasia results. Similarly auditory aphasia occurs when 
the abscess is situated in the posterior part of the superior 
temporal convolution. Ocular paralysis, such as ptosis and 
strabismus lateralis with a fixed and dilated pupil, denotes 
pressure on the third cranial nerve of that side. Crossed 
paralysis of the face and limbs occurs when the parietal 
lobe is the seat of the abscess. 

Generally speaking, one-third of the cases of cerebellar 
abscess are preceded by. lateral sinus infection, and when 
the two diseases coexist the symptoms of the one mask 
those of the other. One-third of the cases of cerebellar 
abscess arising from middle-ear disease follow a suppurative 
labyrinthitis with complete destruction of the membranous 
labyrinth. In these cases one gets nausea, vomiting, 
vertigo, etc.—in other words, symptoms of labyrinthine 
disease, which may immediately precede the formation 
of the cerebellar abscess, or antedate it by months or even 
years. The remaining one-third of the cases of cerebellar 
abscess are found quite apart from disease of the lateral 
sinus or labyrinth, and occur from direct extension of the 
infection from the mastoid antrum or cells. In_ these 
cases an extradural abscess is sometimes encountered on 
the posterior wall of the petrous bone. 

A case of otitic cerebellar abscess from which focal sym- 
ptoms are absent is likely to be mistaken for abscess of 
the temporal lobe. When focal symptoms develop the 
difficulty lies not in differentiating between a temporo- 
sphenoidal and cerebellar abscess, but between the latter 
and acute suppurative labyrinthitis. 

In the majority of cases when focal symptoms are present 
the differential diagnosis is easy. Vertigo, spontaneous 
nystagmus, Rombergism, ataxia, etc., suggest cerebellar 
abscess; various aphasias, sensory and motor, suggest tem- 
poral lobe abscess. Since, however, these lesions may occur 
and proceed to a fatal termination with an almost complete 
absence of localizing symptoms, the smaller points must be 
carefully analysed in order to locate the lesion. 

Headache is common to both diseases; in temporo- 
sphenoidal abscess it is less severe, varies in intensity 
from time to time, and is usually confined to the temporal 
region on the affected side. In cerebellar abscess, as well 
as being more intense and practically continuous, the pain 
is situated in the occipital lobe on the side of the lesion. 

Vomiting is always present at the beginning of each 
lesion, but as the disease progresses the vomiting becomes 
less frequent or disappears altogether in some cases of 
temporal lobe abscess, while it is frequently seen at irregular 
intervals in cerebellar disease. The nausea and vomiting 
are unconnected with the intake of food, and may occur 
several times a day. 

Mental dullness characterizes temporo-sphenoidal abscess. 
The patient is unable to give his attention to things, and 
has to be roused to answer questions. In cerebellar abscess, 
on the other hand, this condition is not present until well 
towards the end, and is then usually found together with 
signs of general intracranial pressure. 

Vertigo in temporal lobe abscess is a variable and incon- 
stant symptom. When present it is due to general increase 
in intracranial pressure. In cerebellar disease vertigo and 
ataxia may appear quite early. The individual feels giddy, 
and tends to fall to the side of the lesion. 

Eye changes, such as optic neuritis, inflammation of the 
papillae, and choked disc, are very much more frequent in 
cerebellar abscess, and this fact may be very important in 
making a differential diagnosis. 

Lastly, muscular paresis, when present in abscess of the 
temporal lobe, is always contralateral, while in cerebellar 
abseess it is sometimes homolateral. 


Differentiation from Suppurative Labyrinthitis, 
Before leaving the subject of the differential diagnosis 
of cerebellar abscess mention must be made of diffuse 
suppurative labyrinthitis, the symptoms of which jm the 

acute stage may resemble these of cerebellar abscess. 
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The principal points in the differential diagnosis are as 
follows : 
Diffuse Suppurative Labyrinth- 
itis (acute stage). 
Onset sudden. 


Cerchcllar Abscess. 

1. Onset gradual. 

2. Changing rotatory nystagmus, 
more pronounced to the 
side of the lesion, but may 
vary with the direction of 
the eyes, first to one side, 
then to the other. 


Rotatory nystagmus to the 
sound side; increases as the 
eyes are turned to the sound 
side, and diminishes er ceases 
when they are turned to the 
affected side. 

The nystagmus decreases and 
tends to disappear by the end 
of two or three weeks. 


3. The nystagmus increases as 
the disease progresses. 


4. Vertigo is at first influenced 
by the nystagmus, but 
later becomes persistent 
even in the absence of the 
nystagmus. 


Rotatory vertigo is in the plane 
of the nystagmus. It dimin- 
ishes and ceases with the dis- 
appearance of the nystagmus. 


5. Ataxia always occurs to the 
side of the lesion; has no 
particular relation to the 
direction of the nystagmus 
present; and no tendency 
to disappear. 

6. Calorie reaction 
usually normal. 

7. Hearing usually normal if 
only cerebellar disease is 
present. 

8. Dysdiadokokinesia and inco- 
ordination present. 

9. Finger-pointing test shows 
deviation usually outwards 
on the side of the lesion. 
Applies only to the limb on 
the affected side. 


10. Temperature raised at first, 


gradually drops, and _ be- 
comes normal or subnormal. 


Ataxia is in the plane of the 
nystagmus and in the opposite 
direction to the quick move- 
ment. It disappears when the 
nystagmus ceases, 


present, Absent. 


Entirely lost in affected ear. 


Both absent. 


Deviation occurs in a direetion 
opposite to the quick move- 
ment of the nystagmus, Both 
limbs involved. 


At the onset is elevated, but in 
uncomplicated cases quickly 
returns to normal; is rarely 
subnormal. 


11. Pulse rate usually slow. Pulse rate normal, or varies 
Sometimes bradycardia is normally with changes in 
present with a rise in temperature. 


temperature. 


When the acute stage has passed on to the latent stage 
of labyrinthitis the difficulty in diagnosis no longer exists. 
In labyrinthine disease there is complete deafness and 
the labyrinth ceases to respond to the various tests—an 
end-result which would not be found in cerebellar abscess. 


Apscess witHout Locaizine SIGns. 

The next type of brain abscess to be considered also 
comes under Group I; it includes cases with the usual 
symptoms of brain abscess but presenting no localizing 
signs. In most of these cases the abscess is metastatic, 
and is usually to be found in the white matter of the 
brain, perhaps in the neighbourhood of the interna! 
‘apsule. Sometimes otogenic abscess may form deep in 
the white matter, following an acute middle-ear inflamma- 
tion: the local condition in the tympanum may have 
entirely cleared up, while all the time the infection has 
spread through the dura and finally settled deep in the 
white matter, leaving no trace of its. track, all mflamma- 
tion having resolved. In other cases the inflammation 
may travel along the perivascular lymphatic vessels to 
form an abscess some distance away. 

Another cause of this type of brain abscess is infection 
from disease of the nose. In these cases an examination 
of the nose and accessory sinuses should be carefully 
carried out. The abscess is usually in the frontal lobe—- 
the silent area of the brain—and though it presents the 
usual symptoms of abscess it very rarely exhibits focal 
symptoms. In some cases pus may be noticed in the 
region of the cribriform plate, owing to the abscess burst- 
ing through the thin plate of bone forming the roof of 
the nasal cavity in that area. 


SymproMiLess ABSCESS. 

Lastly we come to the symptomless or latent variety 
of brain abscess. It is only when rupture oceurs that 
symptoms appear, and then the picture is usually not 
one of brain abscess, but of fulminating meningitis, which 
practically always ends fatally. 
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The only remark to be made about these cases is that 
patients suffering from ear trouble must be watched, 
whether the condition is just occasional earache or obvious 
chronic middle-ear disease; also any form of paralysis, 
whether it be facial, ocular, or of any of the limbs, must 
be looked out for. Any of these signs or symptoms 
should make one suspicious and decide to keep the 
individual under close observation. 

The following account of a case of this type (symptom- 
less) of brain abscess which tha author met with a short 
time ago may be of interest. 


Mrs. X, aged 66 years, was suddenly seized with acute pain 
in the right ear. Within twenty-four to thirty-six hours the pain 
gradually subsided, on the appearance of a thick discharge of pus 
from the affected ear, and the patient felt much better. No 
doctor was called, but the patient stayed in bed the next morning. 
Towards the afternoon her maid went to the bedroom and found 
her lying on the floor unconscious and clawing the right side of 
her head. 

When I examined the patient I found the condition described 
above, together with incontinence, facial paralysis on the affected 
side, and slight paresis of the limbs of the opposite side. There 
was also evidence of meningeal and cerebral irritation. The tem- 
perature was 103.5° F. On examining the right ear I found no 
discharge, but a thickened and inflamed drum membrane with a 
small attic perforation. I diagnosed temporo-sphenoidal abscess 
and meningitis following middle-car disease, and my colleague 
Mr. Austin McManus, who also examined her, concurred. 

The prognosis was obviously hopeless, but we decided to operate 
immediately. I performed a radical mastoid operation, and found 
the following condition: The mastoid region was remarkable for 
having no cells; it was very sclerosed. In the antrum, which was 
very small and situated deeply, were a few granulations covered 
with pus. The tegmen was soft and spongy, as in acute ostcc- 
myelitis, and a small sinus led into the middle fossa. I removed 
the entire bony covering and ‘exposed the dura. There was 10 
extradural collection of pus, but the membrane was thickened, 
inflamed, and bulging under great tension. 

I incised the dura, and immediately very thick and cheesy pus 
eseaped, accompanied by blood-stained cercbro-spinal fluid. The 
amount of pus was not great, but the type was that found in 
chronic abscess; some granulations were present on the inner side 
of the opening in the dura. I carefully put a seeker through the 
opening made and met with no resistance, except in an upward 
direction. It seemed as if the entire temporal lobe was pushed 
away from the dura by the acute and profuse secretion of fluid 
following the meningeal inflammation. I put two fine rubber 
tubes in the dural opening to act as a drain, and also exposed 
the lateral sinus, which was quite healthy. I partly closed the 
original mastoid incision and drained the antrum through the 
external auditory meatus. 

The patient lived about twenty-four hours after the operation 
without regaining consciousness. 


Unfortunately I had no opportunity of making a post- 
mortem examination. The conclusion I came to was as 
follows: This patient had chronic suppuration in a dense 
acellular mastoid with a minute antrum. Instead of drain- 
ing, as it normally should, into the tympanic cavity and 
thence through a perforation in the drum (which it eventu- 
ally did, but too late), it burrowed its way gradually 
through the tegmen and dura, forming adhesions in its 
course, into the temporal lobe, there forming a small chronic 
abscess. Ultimately, for some unknown reason, an acute 
otitis media arose, and the pus under pressure caused a 
perforation of the membrana tympani, but spent most 
of its energy intracranially. Rupture of the abscess 
occurred, with subsequent meningitis, which would account 
for the symptoms and signs present when the patient was 
first seen. 

I would add that the previous medical history of the 
lady was carefully inquired into and nobody had ever 
heard her complain of ear trouble; it was said that she 
always seemed very healthy and enjoyed life. The appear- 
ance of the drum membrane on examination would seem 
to bear out this history. 

The case is of interest because (1) it shows that an intra- 
cranial condition may coexist with chronic mastoid disease 
and cause little or no symptoms; and (2) because it is 
in direct contrast to a case I reported in this Journal 
(October 19th, 1929, p. 717), in which obvious symptoms 
of temporo-sphenoidal abscess were present, but operation 
proved the condition to be one of simple mastoiditis. 
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TREATMENT OF BONE TUBERCULOSIS BY LARGER 
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MEDICAL SUPERINTENDENT, KING EDWARD VII HOSPITAL, SHEFFIELD, 





Ovr inability to arrest the spread of a tuberculous focus 
in bone, until considerable destruction has occurred, makes 
it worth while to investigate any therapeutic agent which 
scems likely to control this infection. 

The results of Mellanby and Green,' which have demon. 
strated the potent action of vitamin A on bacterial in. 
fection in animals and man, especially their suggestive 
results obtained by treating cases of puerperal sepsis? with 
preparations very rich in vitamin A, made :t seem probablg 
that the value of cod-liver oil as a therapeutic remedy 
in tuberculosis is really due to its vitamin content, It 
appeared desirable, therefore, to see whether the exhibition 
of much larger doses of vitamin A than those usually given 
in cod-liver oil would hasten the healing process in this 
disease ; also, since bone calcification, as shown by Mellanby, 
is controlled by the vitamin now known as vitamin D, anj 
since the present investigations were made on bone tuber 
culosis, it was decided to increase this vitamin in the 
diet as well as vitamin A, although not to such a great 
extent. It has been mentioned in a previous communica 
tion® that the giving of extra amounts of vitamin D 
alone (in the form of irradiated ergosterol— radiostol) did 
not appear to increase the rapidity of recalcification of 
bones affected with tuberculosis to any marked extent, 

Two preparations of different strengths, both containing 
a large quantity of vitamin A and one of them having 
a high vitamin D content in addition, have been iosadl 
in this investigation. Both were kindly supplied by the 
British Drug Houses Ltd. . 


Preparation No. -1.—The vitamin A of this preparation gives 
150 blue with the antimony trichloride test, and has about twenty 
times the vilamin A potency of cod-liver oil. It also contains 
10,000 antirachitic units per c.cm. (Coward). 

Preparation No. 2.—This has double the vitamin A content of 
preparation No. 1 (ihat is, 300 blue), but only 100 antirachitie 
units per c.cm. 


Forty-three patients were given large doses of thes 
preparations as described below, while 35 patients wer 
given 10 c.cm. of cod-liver oil daily. These latter wer 
intended to act as controls, and were selected becaus 
they had similar degrees of infection and bone invasion 
to certain patients in the other group of cases. The patients 
included in these tests were of varying ages—from 3 to 
15 years—and in both groups there were cases with early 
disease, with acute rapidly progressing disease, with chronie 
slowly increasing disease, and with disease in which recalei- 
fication of bone was commencing. 

Of the 43 patients, 15 were given an average dose of 
7.8 c.cm. of preparation No, 1 daily for an average period 
of 3.5 months, and were then given an average dose of 
9.4 c.cm. of preparation No. 2 for a further average period 
of 3.4 months. The remaining 28 patients were given an 
average dose of 9.6 c.cm. of preparation No. 2 for am 
average period of 4.1 months. 

The 35 control patients were given 10 c.em. of code-liver 
oil daily during the period of investigation. It may le 
well to mention that the patients of all three groups had 
received cod-liver oil daily before the actual test started. 
It will be noticed that all the patients, including the 
controls, got a fair supply of vitamin A and D but that 
those receiving the special vitamin preparations Nos, 1 
and 2 had very much more vitamin A than the others: 

The clinical condition of the patients in the different 
groups and the g-ray appearance of their affected bones 
had been carefully recorded some months before the it 
vestigation ; this was done again both at the commencement 
and at the end of the test period. An examination of the 
accompanying table will show that of the 43 patients having 
one nt Manas were mprorad cna 
soeets of GMM toes a - 45 cases the ¢ rays showed 

ased calcification, while in 18 there. 
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_was no evidence of such improvement. Of the 35 patients 
taking cod-liver oil, 25 were clinically improved, and 10 
were not. The skiagrams of 18 of these 35 indicated pro- 
gress towa rds cure, while those of 17 did not. 




















i — . ee Ay oe in 
ree | Cases receiving 
Cases receiving much; moderate amounts 
Vitamin A and D. Vitamin A and D 
(Cod-liver Oil), 
- | hm ae 
Number. Percentage. ; Number.| Percentage. 
TotalcaseS .. 43 _ 35 A 
Clinicallyimproved ...| 32 | 744 =| 2 | 714 
| | 
Not clinically improved ... | 356 10 | 286 
Increased calcification in 25 | 58.1 18 51.4 
radi gram | | 
Noincrease in calcification 18 41.9 17 48.6 
in radiogram | 

















If one considers the impossibility of selecting exactly 
similar patients, and of estimating the exact degree of 
activity of disease, it will be appreciated that the patients 
having the concentrated vitamins and those taking cod-liver 
oil showed about the same amount of progress. Therefore, 
for the types of patients described, and with the dosages 
and under the other conditions mentioned, the use of pre- 
parations containing large ameunts of vitamins A and D 
does not appear to be of more curative value than that of 
cod-liver oil. 

b REFERENCES, 
1 Mellanby, E., and Green, H. N.: British Medical Journal, 1928, ii, 691. 


2Idem: Ibid., 1929, i, 984. 
13 Pattison, C. Lee: Ibid., 1929, i, 419% 





THE TREATMENT OF ACUTE PUERPERAL 
INVERSION. 
BY 


NOEL HYPHER, M.R.C.S., L.R.C.P., B.Sc.Lonp. 


DrummMonp Maxwetut stated in 1915 that “all cases of 
acute puerperal inversion warrant a clinical record for 
several reasons.’?’ Among the reasons he gave were: (1) 
that no case had been admitted to the London Hospital for 
the previous fifteen years; (2) the very divergent views 
on treatment; and (3) the tendency in modern literature 
to invoke surgical rather than classical treatment.? 

The ence of acute puerperal inversion is computed 
variously by different authors, and no two authors agree; 
T. W. Eden puts the figure at one inversion in 180,000 
to 200,000 Iahours. Ali authors are agreed, however, that 
accuracy cannot be arrived at, since practically all cases 
occur in general practice, and general practitioners as 
a whole are not prone to put their cases on record. 

In the classical type of case the uterus is found to be 
inverted with the placenta centrally attached; this occurs 
immediately or a few minutes after the child is born. 
In the case here reported the placenta came away fifteen 
minutes after delivery, but it was not till seven days later 
that acute inversion with prelapse occurred. Fox, in 1924, 
recorded a case where acute inversion with prolapse 
developed fourteen hours after delivery.?, This is the only 
case of some delay before the onset of acute puerperal 
inversion that I have come across in the literature. 





On May 14th I was called to a Poor Law institution to attend a 
primipara, aged 41, who was in labour. The head had been on 
the perineum for over an hour, and in spite of good labour pains 
no progress was being made. Instrumental delivery under an 
anaesthetic was satisfactorily accomplished, and on expression of 
the placenta a large retro-placental clot came away. A sharp post- 
partum haemorrhage ensued, and this was speedily controlled 
by the injection of 1 c.cm. of pitoxylin. The placenta on examina- 
tion was found to be intact, with a dark area where the retro- 
placental clot had formed. A perineal tear was sutured. with three 
stitches, and half-drachm doses of liq. ext. ergot were prescribed 
for the next few days. 

’ The height of the uterus was charted daily by the midwives of 
the institution. On the first day after delivery it was 7 in. above 
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the symphysis; the second day 6 in., the third day 5 in., the 
fourth day 44 in., the fifth day 4 in., and on the sixth day it 
was missing. On the seventh day, while the patient was using 
a bed-pan, the uterus inverted completely, and prolapsed outside 
the vulva. I arrived to find a flaccid, inverted uterus, about the 
size of a large coco-nut, occupying the perineal area. There had 
been much haemorrhage (about 2 pints), but the matron and 
midwife had applied towels rung out in hot water at a temperature 
of 120° I., and the bleeding was now being kept well in check 
by such applications. There was a moderate degree of shock, and 
the pulse was 130. 

Under chloroform anaesthesia the uterus, which had been well 
in contact with faecal matter in the bed-pan, was swabbed and 
douched with 2 per cent. iodine solution at 120° F., and reduetion 
was attempted. I squeezed the mass with both hands till it was 
reduced to the size of a foetal head, blood spurting on pressure 
from various points, but found it very difficult to force the mass 
through the vaginal entrance; it will be recalled that the perineum 
had been well sutured. Adopting the same methods, however, my 
colleague Dr. Fraser succeeded in forcing the mass through the 
vaginal entrance. Once this obstacle was overcome the uterus 
returned quite easily to its proper position. So much force was 
employed to overcome the constriction at the introitus vaginae that 
the perineum was ruptured again at the original site. 

An intrauterine douche of 2} pints of 2 per cent. iodine at 
120° F. was instantly given, and the haemorrhage ceased. With 
the idea of preventing recurrence of the inversion and haemor- 
rhage the vaginal vault was next plugged with sterile cyanide 
gauze, well around the fornices, counter-pressure being applied 
with an abdominal pad and binder. The usual treatment for 
moderate shock and loss of blood followed, but saline infusions 
were not given. 

On recovering from the anaesthetic the patient was definitely 
comfortable, in contrast with her distress before the anaesthesia 
and reduction. The temperature was 103° F. and the pulse 126, 
but the temperature fell next day to 100° F., and the cyanide’ 
gauze was removed after twenty-four hours. There was no haemor- 
rhage. Neither ergot nor pituitrin was ordered, for fear of 
inducing return of the inversion. Since septic endometritis was 
inevitable, 50 c.cm. of a polyvalent antistreptoecoccal serum was 
injected subcutaneously. There was a moderate sapraemia for 
twelve days, but otherwise recovery was uneventful. A subsequent 
vaginal examination disclosed the uterus to be situated in the 
normal position. The patient is now very well, and the perineum 
will be repaired in the near future. 


In practically all cases of acute puerperal inversion of 
the classical type the placenta has been found to be 
centrally placed and somewhat adherent. The tension on 
the cord caused by a rapidly expelled foetus or the 
accoucheur has started the process of inversion, and the 
uterus proceeds to expel itself, using the placenta as a 
foreign body. In some cases, however, the cord has been 
too long to render tension by the projected foetus a likely 
cause, and the midwife has emphatically denied pulling 
on the cord. It must here be assumed thot the uterus 
after evacuating the foetus treats the centrally placed 
placenta as another foreign body, and promptly proceeds 
to expel it. Credé’s method of expression of the placenta, 
massage of the uterus, denting of the fundus when measur- 
ing the height of the uterus, and straining at evacuation, 
have all been blamed as causes of acute inversion. 

In treatment various points have to be considered. 
Study of the cases reveals that shock and haemorrhage 
usually occur in inverse ratio; the greater the shock the 
less the haemorrhage. This is easily comprehensible as 
the blood pressure falls in proportion to the degree of 
shock. Miles Phillips in 1911 conclusively showed that 
in profound shock treatment should be directed to restor- 
ing the patient before attempting to replace the uterus.* 
Immediate replacement of the uterus in a patient moribund 
from shock has only hastened the onset of death.* In 
three cases of profound shock, Miles Phillips waiged two 
hours, five hours, and twenty hours respectively before 
attempting replacement, the patients in the meanwhile 
being treated with saline infusions, pituitary extract, and 
morphine. Hellier in 1912 returned an inverted uterus 
after four days.’ In a few cases where there was little 
or no shock immediate replacement was followed by 
recovery.® 7° 

The importance of reduction under an anaesthetic has 
not been duly emphasized in the textbooks;*?°?" in my 
opinion it should always be conducted under anaesthesia. 
The process of inversion is accompanied by acute pain 
and sometimes shock.'2 So also is the process of reduction 
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which may be associated with extreme collapse.** Barber 
in 1887 described a case in which the uterus was replaced 
without an anaesthetic; as regards the after condition he 
wrote, ‘‘ The general condition of the patient was most 
serious; she was insensible, pulseless, and the extremities 
cold.’?!?, In the three successful cases reported by Miles 
Phillips in 1911, anaesthesia was employed during the 
process of reduction. Blair Bell in a recent case employed 
anaesthesia, even though shock was not marked.’ In 
my case, which was one of moderate shock, the paticnt 
was fairly comfortable after recovering from the anaes- 
thetic. Manipulations affecting the inner surface of the 
uterus are very painful and liable to be accompanied 
by shock, and it is now considered orthodox treatment to 
perform manual removal of an adherent placenta under 
anaesthesia. D. J. Malan in 1925, while teaching students 
at the London Hospital, reported a case within his know- 
ledge where the manual removal of an adherent placenta 
without an anaesthetic had brought about rapid death 
from shock. It may also be recalled how frequently death 
from shock occurs at the hands of amateur and professional 
abortionists, as compared with the comparative absence 
of risk when therapeutic abortion is conducted under an 
anaesthetic." 

In the cases where inversion has occurred with an adherent 
placenta, it has been found expedient to peel off the 
placenta before replacing the uterus. In Barber’s case 
reduction was found to be impossible until the placenta 
had been removed. 

In 1923, KE. Evans had an intra-abdominal view of the 
process of replacement through a laparotomy wound. 
With the patient under anaesthesia, the uterus was 
replaced by an assistant with a hand in the vagina. He 
observed that restitution began from the posterior wall 
of the cervix.'® 

The possibility of recurrence of the inversion must not 
be forgotten; it was in order to prevent this that we 
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tightly plugged the vaginal vault in our case. In the 
cases reported by Couvelaire!® and Schockart’’ replacement 
was followed by return of the inversion a few hours later, 
Schockart, after describing his case, remarks upon the 
necessity of plugging the uterus itself to prevent 
recurrence. 





Lastly, it would seem impossible to make a diagnostie 
error, but two cases are recorded of mistakes made by 
midwives. In 1897 a midwife pulled on the inverted 
uterus for three-quarters of an hour thinking it to be the 
placentz, till the uterus, one tube, and an ovary cane 
away; the other tube and ovary were congenitally absent," 
In 1915 a midwife mistook the inverted uterus for a second 
child; in accordance with the rules she sent for a doctor, 
When the doctor arrived he was shown two basins, the 
placenta in one and the contracted uterus in the other.” 
In the former case the patient recovered after closure of 
the peritoneal cavity; the latter patient succumbed. 


REFERENCES. 
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2 Fox, T. S.: British Medical Journal, May 31st, 1924. 
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PERFORATION OF A SILENT DUODENAL ULCER 
COINCIDENT WITH PERFORATED APPENDIX. 
BY 


D. F. McCARTHY, M.B., D.P.H., L.M., 


SENIOR HOUSE-SURGEON, GENERAL INFIRMARY, SALISBURY. 


THover lesions of the appendix, coincident with chronic 
ulceration of the duodenum, are a recognized and almost 
a common occurrence, yet a simultaneous perforation of 
both is of sufficient rarity to deserve record. 


A mechanic, aged 44, was admitted to hospital at 6 p.m. on 
May 4th, as a case of “acute abdomen.” The pain had started 
at 10 p.m. on May 3rd; it was not rapid in onset, but came on 
gradually, starting in the umbilical region and spreading to the 
bottom of the abdomen. He had vomited six or seven times, the 
last time being 10 a.m. on May 4th. Vomiting relieved the pain 
for a time. At about 12 noon there was an exacerbation of tie 
pain. Bowels open May 3rd. His last meal was at supper, at 
9 p.m. on May 3rd, which consisted of chipped potatoes with a pint 
of beer. 


The previous history was that he had had an attack of “ colic” 
a year ago; no history of indigestion. 
Condition on Admission.—Well nourished and healthy. Expres- 


sion characteristic of general peritonitis. Tongue moist and furred. 
Temperature 100.8°F., pulse 112. The abdomen moved very 
imperfectly on respiration. It was completely rigid, and acute 


tenderness was present in both the iliac fessae, especially the 
left, and also under the left costal margin; marked hyper- 
aesthesi%, Abdominal reflex lost; marked diminution of liver 


Rectal examination negative. Chest: chronic bronchitis, 
A diagnosis of perforated duodenal ulcer 


dullness. 
some rhonchi present. 
was made. 
Operation.—At 8 p.m. Dr. F. L. Buttar operated. A right para- 
medial incision was made, and on entering the peritoneal cavity 
some gas escaped, and purulent fluid was found. A short search 
revealed a small perforation in the anterior aspect of thie 
duodenum, about an inch from the pylorus, round which some 
thickening was present. The perforation was sutured, and the 
fluid present was evacuated. As this did not seem sufficient to 
account for all the symptoms present, the right iliac fossa was 
explored, when a perforated gangrenous appendix was found, with 





‘ 


free pus in the abdominal cavity. Appendicectomy was performed, 
and the wound closed with drainage. The operation being com. 
pleted, the appendix was slit up and found to contain pus; it 
was gangrenous for about an inch from the tip, and half an ineh 
from the tip a small perforation was present. The patient suffered 
considerably from sheck, which was successfully combated, but 
unfortunately broncho-pneumonia supervened, of which he died 
on May 7th. 
Comment. 

Both from the history of the case and the operative 
findings one is inclined to conclude that the appendix 
was the primary lesion. I would suggest that the appendix 
perforated between 10 p.m. and 12 midnight on May 3rd, 
shortly after the pain began, and that the duodenal ulcer 
perforated at about 12 noon on May 4th, when the exacerba- 
tion of the existing pain occurred. 

In the literature on the subject I can find no record of 
a similar case, the nearest being a case, reported by Moore, 
of ‘‘ Simultaneous suppurative appendicitis and perforated 
gastric ulcer ’’ (Lancet, 1910). There is also one by André, 
‘* Appendicitis; perforated ulcer of the duodenum: sub- 
phrenic abscess by (Clinique, 1911). A case reported by 
Matheson (British Medical Journal, 1901) also bears @ 
resemblance to it; but in this case the girl—wiho was 
recovering from appendicitis and was seized with violent 
haematemesis, with symptoms of gastric perforation—was 
not operated on, and after death, which occurred a few 
hours later, no autopsy was performed, so that one can 
only speculate as to what condition was actually present. 
The case reported on by Moore was that of a girl, aged 19, 
who had been treated medically for gastric ulceration, 
and who also had had previous attacks of pain in the 
right iliac fossa. The appendix in this case. although 
containing pus, was not perforated. “ee " 

In the present case there was no history of gastric or 
duodenal disturbance, and no history of appendicitis. Ié 
may be remarked that some oral sepsis wag tite t ‘three 
tceth being decayed. a a 

I am indebted to Dr. 
these notes. 


F. L. Buttar for permission to publish 
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PAINLESS HAEMATURIA. 
A Pies For Karty INVeEstTIGATION, wiTH 
Report or A Case, 
BY 
J. C. AINSWORTH-DAVIS, M.A., M.B., B.Ch.Cantab. 
F.R.C.S.ENc. 


» 


Tue case reported below seems worthy of placing on record 
because mistakes of the kind mentioned are very common. 


A single woman, aged 54, consulted her doctor because she 
had noticed blood in her urine. It had come on suddenly 
and had lasted for forty-eight hours. There were no other 
symptoms whatsoever. She was placed on an alkaline diuretic 
mixture and assured that she had no cause for alarm. Nine 
months later the bleeding recurred, after which the patient 
was refezred for investigation. 

Apart from some loss of weight and the two bouts of haemat- 
uria there was nothing of interest in the history. Physical 
examination was negative, neither kidney being palpable or 
tender. The urine was clear and free from albumin and other 
abnormal constituents. Cystoscopic examination was normal, 
but on exerting firm pressure in both loins blood was seen to 
emerge from the left ureteric orifice. A catheter specimen 
trom the right kidney was rormal. Indigo-carmine injected 
intravenously was returned by the right kidney in three and 





a half minutes and by the left in eight. Pyelography showed 
a normal pelvis on the right side, but definite filling defect on 
the left. 

A diagnosis of hypernephroma was accordingly made and 
nephrectomy performed, all the perinephric fat removed, and 
the renal vessels ligatured as close to their origin as possible. 
This diagnosis was subsequently confirmed by microscopic 
section. 

After an uneventful recovery the patient was seen at three- 
monthly intervals. She put on two stone in weight and 
apparently promised to do very well. 

Fifteen months after the operation two small nodules were 
noticed about four inches above the lumbar incision. These 
were freely mobile in the stbcutaneous tissues. A month later 
a nodule appeared over the lower part of the sternum and two 
others in the rectus sheath. One nodule was excised and micro- 
scopically examined. It had the typical structure of a hyper- 
nephroma. Deep x rays were applied to the nodules, but in 
spite of this the patient went downhill, losing weight and 
Strength, and her end is rapidly approaching. The remains of 
the left kidney with the hypernephroma are shown in the 
accompanying illustration. 


Comment, 

This case clearly brings out several important points: 

1. Painless haematuria is a symptom of the gravest 
import, and calls for urological investigation without delay, 
its commonest cause being either renal or vesical growth. 

2. The amount and frequency of the haematuria may 
bear no relation to the extent of the disease. In this case 
it had only occurred twice and had lasted only forty-eight 
hours each time, yet at least three-quarters of the kidney 
was replaced by growth. 

3. Had there not been a delay of nine months between 
the first bout of bleeding and an adequate examination, 
the patient might have been free from recurrence at the 
present date with a good prospect of a cure. 








Memoranda: 
MEDICAL, SURGICAL, OBSTETRICAL. 


TWO UNUSUAL CASES OF INTUSSUSCEPTION. 
INTUSSUSCEPTION DUE TO GUMMA. 
AN intussusception in a boy, due to a gumma, makes the 
following case worthy of record. 


A healthy boy, aged 14, was admitted with a history of abdo- 
minal pain for two days prior to admission. During these two 
days he had two motions of the bowel, a very small quantity of 
faeces being passed on each occasion. He vomited for the first 
time three and a half hours before admission. The paim persisted, 
and he passed frequent motions consisting entirely of blood and 
mucus. 

On admission he was obviously in great pain. Temperature 
37° C., pulse 58. The abdomen was not rigid; there was a definite 
very tender mass in the lower segment of the abdomen. A rectal 
examination confirmed the presence of this tender mass. There 
was mucus and blood only on the examining finger, and the sub- 
sequent motions consisted of mucus and blood only. The tongue 
was dirty. 

An acute intussusception was diagnosed, and laparotomy revealed 
an intussusception of the type ileo-ileal becoming ileo-colic. After 
reduction a mass could be felt through the intestinal wall, in that 
part of the ileum close to the ileo-caecal valve, the mass being 
part of the bowel wall. . To prevent reeurrence the terminal portion 
of the ileum together with the caecum was excised and end-to-end 
anastomisis performed. The boy made an uninterrupted recovery. 

The tumour, on examination, proved to be a typical gumma. 
A Wassermann test was negative, both before and after a pro- 
vocative dose of kharsulphan. 

Eve.ren Lyirs, M.B.Lond. 

Booth Hall Hospital, Manchester, E. 


INTUSSUSCEPTION OF THE APPENDIX. 

A boy, aged 12, was admitted as a straightforward case of acute 
appendicitis of eighteen hours’ duration. At operation the appendix 
was found to be acutely inflamed and the site of an intussusception, 
the tip having invaginated itself almost to the base of the 
appendix. Recovery was uneventful. 


FiLorencE Wuitrow, M.B.Manch. 
Booth Hall Hospital, Manchester, E. 


Thanks are due to Dr. J. D’Ewart, medical superintendent, 
Booth Hall Hospital for Children, Manchester, and to Mr. E. E. 
Hughes, the visiting surgeon, for permission to publish these 
cases, and also to Dr. G. Dawson for the pathological investi- 
gation. 





A SERIES OF GASTRIC PERFORATIONS. 
In view of the fact that acute perforation of the stomach 
is not very common in malignant disease of that organ, 
and acute gastric perforation,in a patient lying in bed and 
under medical treatment must be very rare, the following 
case may be of interest. 

A man, aged 46, was admitted to the Royal Albert Hospital, 
Devonport, on March 5th, 1930, with all the signs and symptoms 
of acute gastric perforation. He was at work when the attack 
occurred, and there wa’ a history of “ indigestion’ for fifteen 
years. fel 

At operation a perforation about a quarter of an inch in diameter 
was found on the lesser curvature near the pylorus. This was 
closed with difficulty on account. of the friability of the edges, and 
an omental graft was placed over the perforation. The remainder 
of the stomach and duodenum appeared normal. A drainage tube 
was inserted down to the pelvis through a separate stab wound, 
the main incision being completely closed. The operation only 
took thirteen minutes. 

The patient appeared quite well the next day, and on the second 
day was sitting up in bed playing cards with some of the other 
patients. Forty-eight hours after operation fluid was given by 
the mouth, and the patient was put on citrated milk im gradually 
increasing doses up to 6 oz. every two hours, followed by 1 drachm 
puly. alk. (McLean). He did perfectly well for ten days, when 
he suddenly collapsed, and had subnormal temperature, rapid 
pulse, etc. He complained of no pain, and nothing abnormal was 
found on examination. A haemorrhage was thought to be the 
cause, and the usual treatment adopted for this. Next day he 
passed some altered blood in stool. Recovery began, and went on 
perfectly well for a further ten days, when another collapse, 
similar to the previous one, occurred. Again the patient did not 
complain of anything but weakness, and nothing abnormal was 
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found on abdominal examination. This time he did not rally, but 
died five days later. 

At the post-mortem examination a recently perforated gastric 
ulcer was found on the lesser curvature, near the cardiac end. 
Gastric contents were present in the peritoneal cavity, and there 
was some lymph covering the peritoneum. This lesion had evidently 
been the cause of death. The original perforation was soundly 
sealed over by omentum, but proximal to this another perforation 
had occurred, which was also sealed by omentum. This one 
evidently accounted for his first collapse after operation. There 
were some enlarged glands around the coeliac axis, but no 
secondary nodules in the liver. The stomach wall appeared 
thicker than usual, but the mucous membrane seemed normal. 
The pathological report was: diffuse colloid carcinoma of the 
stomach. 

I am indebted to Mr. G. L. Preston, surgeon in charge of the 
case, and Dr. E. Wordley, the pathologist, for permission to 


publish these notes. 
Rosert Reynouvs, M.D., B.Ch., 
Royal Albert Hospital, Devonport. 


BILATERAL RANULA IN THE NEWBORN. 

Tis condition must be comparatively rare. I can find 
little mention of it in the literature. I have had a case 
recently. The swellings were of the size of small hen’s 
eggs, and pushed up the tongue to the roof of the mouth 
so completely that it was impossible for the child to suck. 
I aspirated each side in turn, and obtained from each some 
20 c.cm. of dirty-looking fluid, resembling that obtained 
from old hydroceles. The sacs partly refilled after a few 
days. I incised them (obtaining from them on this occasion 
glairy, clear material), scraped the interiors with a sharp 
spoon, and packed them with gauze ribbon steeped in 
iodine, removing the ribbon after a few minutes. The pro- 
cedure has apparently been successful in obliterating the 
sacs as the swellings have quite disappeared, and the child 
is able to feed normally. It still, however, has a habit of 
keeping the tip of the tongue against the roof of the 
mouth. 

A. H. Turner, M.B., B.S.Lond. 


Ruabon. 











Kebieius. 


A SYNOPSIS OF HYGIENE. 
Tue appearance of the third edition of Professor W. W. 
Jameson’s Synopsis of Hygiene'—on this occasion with 
the collaboration of Lieut.-Colonel G. S. Parkrnson—is 
a sure index of the high estimation in which this well- 
Its modest claim to be a synopsis is 
more than justified. It covers the field, is clear through- 
out, and observes an excellent proportion in 
adjusting the space required to be allotted to the rival 
topics now included within the scope of the D.P.H. exam- 
inations. Moreover, although synoptic in substance, it is 
not too synoptic in style, but very readable. 

The opening section on meteorology is well informed and 
up to date. The millibar notation, still a mystery to 
many, is duly explained. In the section on water there 
is a good conspectus of the geology of water-bearing 
formations and an adequate account of present-day methods 
of water purification. In the considerable section on food 
the subject of meat is well summarized, the important 
points in food poisoning are made plain, and the canning 
of food and the use of preservatives are discussed in a 
competent and interesting manner. The article on 
vitamins, which has been rewritten to include the results 
of recent investigations, is lucid and well balanced. The 
section on vital statistics is clear and suitably presented ; 
but the article on statistical methods, though clear to the 
initiated, may seem unduly compressed to others. The 
section dealing with sanitary law contains an excellent 
review of English local government, including the central 
and local authorities, and public health officers and their 
duties. The Local Government Act, 1929, is properly set 

14 Synopsis of Hygiene. By .W. Wilson Jameson, M.D.Aberd., 
M.R.C.P., D.P.H.Lond., and G. S. Parkinson, D.S.O., M.R.C.S., L.R.C.P., 


D.P.H.Lond., Lieut.-Colonel R.A.M.C. (ret.). Third edition. London: 
J. and A. Churchill, 1930. (Demy 8vo, pp. vii+ 541; 20 figures. 18s.) 
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forth, together with the Milk Acts and Orders, the Meat 
Regulations, and other current instruments of administra. 
tion. The work concludes with a useful compendium of 
public health chemistry and physics. 

A special merit of the book is its abundance of referenegs 
to official and other sources, and its copious citations of 
works for further study. It is described on the title-page 
as specially intended for those studying for a diploma 
in public health. To all such it may be cordially 
recommended. 1 


‘““CRIPLE FOLK.” 

Civilization and the Cripple? is an interesting and instrue. 
tive book; its author, Mr. FrepericK Watson, has strong 
claims upon our attention. He founded and edited the 
international quarterly journal called The Cripple for five 
years or more. As a county director of the British Red 
Cross Society and chairman of the Montgomeryshire 
Voluntary Orthopaedic Association, he is qualified to speak 
on questions of organization, while he has had experience 
of the problems of rehabilitation as a deputy controller in 
the Appointments Department of the Ministry of Labour 
during the period of demobilization after the armistice, 
He uses the term ‘‘ cripple ’’ in its widest sense, including 
under it the injured in industrial and other accidents as 
well as the adolescent and adult victims of disease. 

There is a great deal that is of interest in the book, but 
to our mind the most attractive chapter is that on the 
American scheme, in which Mr. Watson describes in con. 
siderable detail the methods of investigation and of relief 
and cure which have been elaborated in the United States, 
mainly since the war, forming a scheme of civilian re- 
habilitation which developed out of the rehabilitation of 
disabled soldiers. The Federal Boards estimate the number 
of accident cases needing vocational training or restoration 
at 80,000 a year, let alone cripples from disease. Most 
extensive and praiseworthy efforts have been made to re- 
educate and rehabilitate these patients, with very con- 
siderable success, but one may still wonder if such efforts 
can_really succeed in a country which has, according to 
Mr. Watson, 5 million workpeople out of employment. It 
may be questioned whether it is worth while to train a 
cripple for a job for which there are already several able 
bodied candidates. Setting such doubts on one side, the 
reader will find the American scheme worth study. It aims 
at covering the industrial or transport case from the 
moment of accident, through psychological, medical, and 
educative stages. It has often been found in this country 
that a psychological cure is only possible when the patient's 
doubts are ended by a final award, leaving him no induce 
ment to exaggerate his inability. Mr. Watson tells us, 
on the other hand, that ‘‘ the Americans are fully alive 
to the futility of cash payments for injuries. It is 
realized that cash should be used in order that the injured 
man may be trained for another job, not as a solace for 
his injuries.’”’ There seems no reason to doubt that in 
some at least of the United States re-education of the 
industrial cripple has been very successful, and that those 
who through its means have found new jobs have been 
able to keep them. According to one investigator- this 
success Was attributable to four causes—namely, (1) com- 
plete physical restoration, (2) better training of the 
disabled than of the ordinary workman, (3) exeal of 
demand for such men over the supply, and (4) supervision 
of the ci-devant cripple until he is permanently settled in 
his job. In this connexion it is worthy of notice that 
Mr. Henry Ford employs in his motor works 8,000 cripples, 
of whom some are blind. : 

Turning from crippling by accident to crippling by 
disease, | Mr. W atson gives us an interesting chapter on 
prevention and rehabilitation, in which we are elad to find 
strong support and a plea for extension of the successful 
work of Dr. Varrier-Jones at Papworth, even though the 
subject of pulmonary tubercle is rather beyond the scope of 
emphasizes the baleful role ai om ong chapter the author 
pee: —eecememaREAT , played by alcohol in the etiology 

2 Civilization and the Cripple. By Frederick Watson. Londen ; J. Bale, 


s and Danielsson, c “(Ss 
sone Thos, 6d. net.) ~~ 1930. (Sup. roy. 8vo, pp. vii-+ 120; illue 














wu 
th 


In 
cli 
by 
it 
de: 
blo 
pri 
has 
lap 
ani 
the 
on 
acl 
use 
tec 
boc 
is 
ind 
ap| 
sti] 
reg 
to 
cor 


Nev 
Ltd 

4) 
gray 
2p 


rr i Or Slee 


~~ © 


Seu eNOS oT Tr er we BS 


= = ee 








AUG. 2, 1930] 


REVIEWS. 


me 
wm iccmn 163 








————————— 





of tuberculous disease, and the close relationship between 
defective housing and ill health. Improved housing con- 
ditions, however, are not enough alone. The social position 
of the slum dweller must be improved till he loses the slum 
mind and is made fit for more healthy surroundings. The 
explorer of some of the latest rehousing schemes and 
colonies, such as Becontree, will find how quickly and 
completely the slum dweller can reproduce a slum in even 
the best planned and most up-to-date buildings of the most 
progressive and enlightened county council. 





HUMAN EMBRYOLOGY. 

The Essentials of Human Kmbryology,* by Professor Dopps 
of West Virginia University, is the last of an imposing 
series of textbooks on this subject from the other side of 
the Atlantic. As not infrequently happens in such cireum- 
stances, it is one of the best, the author having had at his 
disposal the work of his predecessors; and, indeed, the work 
under review offers little ground for criticism either from 
the point of view of accuracy or arrangement. The book 
is primarily intended for medical students, and _ special 
attention is therefore paid to such sections of the subject 
as the circulatory and genito-urinary systems, where 
anomalies are apt to occur. Certain sections, on the other 
hand, are somewhat summarily dismissed. No mention, 
for example, is made of the velum interpositum in the 
account of the development of the central nervous system, 
‘and very little is said of the development of the cerebellum. 
To say again that the olfactory bulb appears on the 
ventral aspect of the cerebral hemisphere betrays an 
entirely wrong conception of the fundamental fact that 
it is the hemisphere which is grafted on the bulb. We 
should have liked also to see a somewhat more adequate 
explanation of the development of the ocular muscles, 
claiming as they do for their innervation no fewer than 
three cranial nerves. 

A special feature of the work is furnished by the illus- 
trations, which are both numerous and good, though some 
of the diagrams fail, in our opinion, to render that service 
of simplification for which they were apparently designed. 
This failure is most apparent in the section dealing with 
the subdivision of the coelom—admittedly a difficult sub- 
ject in the absence of models. Despite these drawbacks the 
book can be warmly recommended as giving students all the 

information they are likely to require in the course of their 
medical curriculum, 





BLOOD DISEASES. 
In spite of the plethora of haematological literature 
clinicians will certainly welcome Diseases of the Blood,* 
by P. W. Croven. Essentially a book for the practitioner 
,it gives in a simple and clear manner a comprehensive 
description of most of those so-called diseases of the 
‘blood which are liable to be met with in general medical 
practice. The thorough sifting of differential diagnosis 
‘has led, perhaps inevitably, to some repetition and over- 
lapping, especially in the extensive account of pernicious 
anaemia and leukaemia, but this may serve to impress 
the memory; and whereas disputed questions are treated 
on the whole with impartial consideration and frank 
acknowledgement of ignorance, the prevailing tone is 
usefully dogmatic and practical. Pure haematology and 
technique occupy a comparatively small section of the 
book. The description and phylogenesis of the blood cells 
is well and sufficiently dealt with. The author is rather 
indefinite about the nature of reticulocytes; he does not 
appear to recognize that polychromatic red cells and 
stippled red cells are identicai with reticulocytes. With 
regard to technique it would have been an advantage 
to have had some choice and some accounts of the more 
commonly employed methods. In this country Haldane’s 





3The Essentials of Human Embryology. By Gideon S. Dodds, Ph.D. 
New York: Jonn Wiley and Sons, Inc.; London: Chapman and Hall, 
Ltd. 1929. (Med. 8vo, pp. vii +316; 182 figures. 20s. net.) 

‘Diseases of the Blood. By Paul W. Clough, M.D. Medical Mono- 
graphs. London: A. and C, Black, Ltd. 1930. (Feap. 8vo, pp. 310; 
2 plates. 6s.) 





method for the estimation of haemoglobin is the best 
known; in the enumeration of red cells Hayem’s solution 
is not much used as a diluting fluid; in this connexion 
the author makes no mention of a common source of 
error caused by contact haemolysis. Red cell and white 
cell counts are usually made from the same drop; the 
employment. of white cell pipettes and special diluting 
fluid has been now largely discarded. In the practice of 
most clinical laboratories microscope slides and not. cover 
slips are used for preparing blood films. It is a pity that 
the formula of Wilson’s stain is not given; presumably 
this is some variant of Romanowsky’s stain. The staining 
and enumeration of blood platelets is not dealt with as 
fully as might be desired. English readers will find some 
of the American expressions tiresome, but it is a most 
excellent book, and both the author and publisher are to 
be congratulated on the production of such a handy yet 
comprehensive volume at the modest price of 6s. 





PROPHYLAXIS AGAINST PEDANTRY. 

Tue first edition of Professor Raymonp Pear.’s pro- 
phylactic chapters against pedantry, published under the 
title of To Begin With,® has already been reviewed in these 
pages. It is therefore unnecessary to dwell on his under- 
lying argument that a specialist should know something 
about matters outside his laboratory; or to assent or 
dissent — always with profit— while considering the 
‘“‘ directed reading ’’ he advises with such an agreeable 
mockery of all those who yield to the ‘ psychopathic ”’ 
craving for giving this special kind of advice. A biologist 
who quotes from Chinese emperors, Horace, the Rev. Dr. 
Opimian, Petronius, and Duhamel, within a page or two; 
who is determined that his students should learn what 
science is in a philosophic and human sense, and that they 
should never forget that the business of living is the prime 
affair even for a scientist; who begins his course of reading 
with Lucretius, declares that ‘‘ everybody who calls him- 
self a man’”’ ought to have read such a Platonic dialogue 
as ‘‘ The Apology,’’ recommends Rabelais, Voltaire, and 
Flaubert’s much abused Bouvard et Pécuchet among more 
technical volumes as works necessary to the ‘ under- 
pinning”? of a scientific mind, Baltasar Gracian’s 
Art of Worldly Wisdom, Balzac’s Physiologie du Mariage, 
Warner Allen’s Wines of France, the Bergeret series of 
Anatole France, and J. B. Cabell’s Straws and Prayer- 
books as helpful manuals for daily existence, is a salutory 
person to be director of an institute for biological research. 
His zest is so keen that one hesitates to disagree with him 
even when, in one of his side flashes, he ranks Shaw and 
Mencken with Voltaire and Swift. This spirited modern- 
ism is probably all to the good in his particular cause. 
His sceptical intelligence has its limitations, however, and 
the books he throws at the student in the epilogue for their 
‘religious education’? are really not good enough. 
Mysticism is apparently not to his taste, but it is a 
biological and sociological phenomenon. The Confessions 
of St. Augustine would add to his “ directed course ”’ 
something he has omitted. 

The ‘ revision and enlargement ’’ of the volume consist 
of a new preface and an additional chapter. The rest of 
the book is unaltered, for, as Professor Pear] sensibly says, 
‘“ Warmed over food always lacks its savour.’”’ The new 
preface pretends to lament the sad case of a charming 
young lady who, about to sit for her final examination 
for a doctorate in philosophy, read To Begin With, and 
refused to proceed, stricken with the conviction that she 
had no intellectual ‘‘ background.’”” The new chapter, 
‘* Annotations,’’? is composed of observations on criticism 
applied to his choice of books. In discussing gastro- 
nomical books Professor Pearl says suddenly: ‘‘ One does 
not instinctively or passionately turn to the English for 
advice about good food.’’ True; but he dares too much 
in claiming better taste for Americans, whose palates are 
destroyed by savage combinations of fire and ice. The book 
is very amusing and very acutely learned in the literature 





51 Ponin With, Ry Raymond Pearl. Reviced and enlarced edition, 
New York and London: A. A. Knopf. 1930. (5; x73, pp. leo. 2 dollars.) 
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deadliest to pedantry. Some of the volumes recommended 
are a little out of date, and some have perhaps not yet 
received European recognition, but these are minor points 
that do not impair the potency of his astringent 
prophylaxis, 





DIFFERENTIAL DIAGNOSIS OF INTRA-ABDOMINAL 

CONCRETIONS. 
In his brief but generously illustrated monograph, Radio- 
graphie néphro-cholécystique,® Dr. pe Apreu of Rio, who 
has written a larger work on the radiological diagnosis 
of pulmonary and mediastinal conditions, considers the 
differential diagnosis of renal, gall-bladder, and other 
intra-abdominal concretions, and proposes a new radio- 
logical technique which he has employed for at least five 
years. This method of diagnosis is derived from the 
principle set out in the above-mentioned work on the 
radiology of the lungs and mediastinum, and largely 
depends on the different radiological appearances given 
hy the kidney and its surrounding fat. Instead of relying 
on a lateral view of the kidney, which is submitted to 
serious criticism, a combination of antero-posterior and 
oblique posterior views of that organ is used to bring out 
with much better definition the opaque kidney and the 
transparent fatty tissue around it. By combining this 
method with pyelography and_ cholecystography renal 
caleuli can be differentiated froin gali-bladder and bile-duct 
caleuli and calcified costal cartilages. The author strongly 
advocates the Trendelenburg position during pyelography 
by the oblique posterior view. 





NOTES ON BOOKS. 


In this study of Justinet and Intuition? Myr. Buyxety DrBsiee 
has undoubtedly made an original contribution to psychology. 
He bases his argument on the thesis that the thalamus and 
the cortex must be taken as the high level developments, beth 
structurally and functionally. of two divisions of the nervous 
system, phylogenetically distinct and in large measure anti- 
thetical. Psychologically he contrasts ‘‘ instinct.’’ which in 
man he reckons as a ‘* faculty’? by no means comparable to 
the separate instincts of animals, with intuition and _ intelli- 
gence. He regards the latter two functions as to a certain 
extent complementary, intuition working extraconsciously and 
having at its command a vast store of memories, while intelli- 
gence exerts “ rational control in consciousness.’’ He bases his 
physiological conclusions on the work of Head and Parsons, 
and lays great stress on the importance of the mesial nucleus 
and intercalated cells. To the cortex he attributes the functions 
of intuition and intelligence, but does not work this out in such 
detail as for the thalamic function. He considers that dualities 
such as pleasure and pain, thought and feeling. conscious and 
unconscious, which have been discussed at great length in 
psychological literature, are not fundamental, since they do 
not depend on the physiologically antithetic organs—the 
thalamus and the cortex. If Mr. Dibblee is sometimes a little 
obscure in his argument, his main thesis is one of great 
interest, which will compel thought, and it is to be hoped 
further research will be undertaken to clavifv the important 
debatable ground that lies at the junction of physivlogy and 
psychology. 


Phe popularity of the Striimpell-Seyfarth Textbook of Special 
Pathology and Therapeutics’ is shown by the fact that a new 
edition has been called for within a year from the appearance 
of the last, of which a review was recently published in these 
columns. The first volume of the new twenty-ninth and 
thirtieth edition is devoted to the consideration of acute 
infectious disease prevalent in temperate and tropical climates 
and diseases of the respiratory, circulatory, and digestive 
svstems. Some new illustrations have been added, and thie 
work as a whole has been well brought up to date; but we 
miss any mention of paratyphoid C, tropical typhus, the pro- 
dromal rashes of measles, or the nervous sequels of vaccination, 


which. as Eckstein has recently shown, are by no means 


6 Radiographie néphro-cholécystique. Par M. de Abreu. Paris: 
Masson et Cie. 1930. (64 x 10, pp. 158; 54 plates. 40 fr.) 

7 Inatinct and Intuition. By George Binney Dibblee, M.A. 
Faber and Faber, Ltd. 1929. (Med. 8vo, pp. 3%. 25s.) ; 

8 Striimpell-Seyfarth Lehrbuch dev Speziellen Pathologie und Therapie 
dev inneren Krankheiten. Nennundzwanzigste und dreissigste, nen bear- 
beitete Aufiage. Erster Band. Von Dr. med. et phil. Cc. Seyfarth. 
Leipzig: F. C. W. Vogel. 1930. (64 x 95, pp. xiii + 889; 177 figures, 
ll plates. M.25.) 
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unknown in Germany; nor can we agree with the recommend). 
tion that every scarlet fever patient should be kept six weeks 
in bed to prevent the occurrence of nephritis. 








The little work on Esperanto,* by Mr. BrRNARD Loxg, 
president of the Esperanto Congress held in’ Oxford this 
year, comprises, as its subtitle states. a discussion of the 
language problem and its solution. ‘The origin, spread, and 
practical use of Esperanto are described, especially in relation 
to travel, science, commerce, literature, and education. The 
medical interest of this international language lies not only 
in the fact that it was created by Dr. L. L. Zamenhof,’, 
Polish ophthalmologist who died in 1917 at the age of 58, but 
also in the suggestion made by Mr. Long that Esperanto might 
be used with advantage at medical as at other international 
congresses. 
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THE DEVELOPMENT OF MATERNITY WORK 
IN CHINA. 





One of the erying needs of the great Republic of China 
has been a thorough reform of her maternity system, 
Midwives have been a part of the social economy for 
years, the commencement of a_ system of midwifery 
stretching back into the dim past. But one of the features 
of many of the old midwifery books is their scarcely veiled 
contempc for the midwife in being, as is shown by the 
following quotation from one of them, Ta Sheng Prien 


(circa 1600): 


‘““Now we come to the necessity of having a midwife. 
Sometimes we have to use them, but as the majovity of them 
are fools and know little about obstetrics one must take 
responsibility oneself, and not follow all the orders given by 
the midwife. When they come to a house they ask the patient 
to bear down in labour at cnee, and say the child’s head 
is just above the perineum, and rub the abdomen and _ back, 
paving no attention to the stage of Iabour.. Sometimes they 
rupture the membranes artificially, and this method may do 
much harm to the patient. In a word. they do their best to 
exhibit their skill. The worst class of midwives charge an extra 
fee for a delivery. Rich families have their own private mid- 
wives, and sometimes a family will have more than one; each 
of them has her own method, and between them they turn the 
house into a market.’ 


This is no faney picture that has heen painted. A 
Chinese lady of good family, addressing a meeting where 
lew Ways were being advocated, stated that she herself, 
when in labour, had to get up and vo round serving tea 
to the midwives betore they would help her. Most of 
these midwives know nothing of the science of midwifery; 
as for cleanliness, there is a deformed midwife known te 
me who scrambles about on her hands and knees, and has 
heen seen to raise herself from this position, wipe her 
hands down her clothes, and then preceed to make a 
vaginal examination. Little wonder that the maternal 
mortality in childbirth amounts to approximately 15 per 
1,000, while we look upon a mortality of 3 per 1,000 as 
too high; the neo-natal mortality is at least 250 per 1,000, 
while our neo-natal mortality is below 75 per 1,000. I know 
of one village where 70 per cent. of the children born died 
of tetanus neonatorum, and all over the Republic this 
easily preventable disaster carries off its thousands. 

For years the burden of this need has heen on the hearts 
of all medical workers, Chinese and foreign, and in com 
nexion with some of the medical mission hospitals a 
beginning was made in training midwives. Then sporadic 
attempts were made by local authorities to control and 
register midwives, and in places such as Nanking and 
Canton a beginning was made, which, however, was only 
a flash in the pan. But of late there has been a real 
attempt to grapple with the matter, and under the aegis 
of the Nationalist Government a board has heen formed, 
responsible to the Ministries of Health and Education; 
this has drawn up plans and regulations for schools fot 
midwives. The first National School for Midwifery Train- 
ing has been already opened at Peiping (Peking), with a 
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trained staff under the control of Dr. Marion Yang, who 
has summed up the general situation as follows. 


“ Economic conditions in China, and the small number of 
applicants, make it impossible to train the number of personnel 
required for the country In less than half a century. Mean- 
while, in order to meet the present demands, as many suitable 
training and refresher courses as possible should be estab- 
lished, with certification of successful candidates. In the mean- 
time, the community has to utilize what is obtainable, and the 
medical administrative authorities have to make use of what 


exists. Since the establishment of the Ministry of Health mid- 
The 


wifery control has come directly under its jurisdiction. 
enforcement of the regulations 
largely depends upon how the 
local health authorities act. It 
seems that the normal _pro- 
cedure would be the registra- 
tion of the present practising 
midwives, oth old-type and 
modern-trained. 

‘Tt is estimated that there are 
200,000 old-type and 500 modern- 
trained midwives in China. To 
make registration possible one 
will have to lower the require- 
ments to include all the former 
‘groups, and even then about one- 
third of the ‘ deliveries’ will be 
done by ‘helpers’ who do not 
practise as a profession. One will c ‘ 
oes to-be content under present : =e 
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patients’ confidence, and to learn the reaction of this class 
to the new effort. The supervisor also has opportunity of 
learning about the standards of living of the patients visited, 
and to raise public opinion tending towards the improvement 
of the midwifery profession in preparation for full control.”’ 


The present objects of the school are threefold: (1) to 
give a thorough two years’ training to women who have 
had a good general education in order that they may 
become teachers in provincial schools; (2) to give a six 
months’ midwifery training to women who have had a fair 
general education (this being regarded as a_ provincial 
matter), and to supply the 
immediate crying need; and 
(3) to gather in, register, and 
give elementary training to 
the midwives of the city. It 
is estimated that in Peiping 
there are 270 old-type mid- 
wives, and 35 who have had 
training in modern methods; 
220 of this number are in 
active practice. Of these old 
midwives, as has been already 
said, no fewer than 163 have 


been brought in and given 
this elementary course. In the 
old days there was a_ loose 





kind of registration with the 





about 85 
per cent. of those acting as 
midwives. Most of these depend upon their profession as a 
means of livelihood, in which case there exists little difficulty 
Registration, however, at times 
is impossible to obtain, since some midwives, realizing their 
poor qualification and lack of training, refuse to register, and 
as yet there is no power to compel them. Also, those who take 
midwifery work merely as a kind of voluntary service will not 
register. With an incomplete registration it is very difficult 
to enforce rules governing their practice, and with unregistered 
midwives practising secretly we cannot expect 100 per cent. 
perfection. 

‘“‘China’s present high maternal and infant mortality rate 
as compared with other countries is most deplorable. The 
principal causes of this mortality are puerperal infection and 
tetanus neonatorum. Thus the urgent need for midwifery 
training has come to the attention of the Government. As a 











Fic. 2.—The ante-natal examination room. 


preliminary step, and in order to meet the most pressing need, 
steps had been taken locally by the Peiping Midwifery Com- 
mission to train somewhat the old-type midwives who were 
practising without the slightest knowledge of the theory of their 
wrofession. During last year 163 old-type midwives in Peiping 
~ been trained, especially as to cleanliness, in order to 
diminish the mortality caused by puerperal infection and 
tetanus neonatorum. ‘Those who after this training passed the 
examination have been given ‘ baskets,’ and are being allowed 
to continue their profession. It has been found to be an 
excellent measure to utilize these old-type midwives as a means 
‘of publicity, their talk and demonstration influencing the mass 
of the people more than anything else. Furthermore, it gives 
the community a chance of recognizing the need and value of 
modern midwifery, thus creating a demand for modern-trained 
midwives. 

“Supervisors are being engaged to observe whether these 
midwives are carrying on their profession on a satisfactory 
basis, to encourage them in case of difficulties, to gain the 





Fig. 1.—A classroom in the First National Midwifery School. 





police, but a proper register 
is being formed; 193 of the 
220 mentioned above are already registered, and the 
beginnings of a disciplinary system are on foot. 

There is an increasing demand among women for mater- 
nity training, and a number of students are already 
enrolled, ten in each class. A small maternity hospital is 
being enlarged, and there is every prospect of the move- 
ment becoming a real factor in the life of the people. 
Perhaps one of the most promising things is the way in 
which the work has progressed in spite of political upsets 
and occasional setbacks; there are signs that similar move- 
ments will before long occur in all the provincial capitals. 

There are two women doctors attached to the staff, both 
being graduates of the Union Medical College for Women 
at Peking. The director, Miss Marion Yang, and the dean, 











Fic. 3.—Pupil midwives being inoculated against typhoid fever. 


Miss Lily Tseng, a fully-trained nurse, have had the oppor- 
tunity of post-graduate study abroad, the former in both 
America and England; the dean holds the C.M.B. diploma, 
and was trained at the British Hospital for Mothers and 
Babies, Woolwich. Both of the doctors have been members 
of the resident staff of the obstetrical department of tho 
Peiping Union Medical College, and the director is still 
on the visiting staff as a voluntary member, taking part 
charge of the out-patient department. 

To sum up, a real beginning of a midwives board for 
China has been made. There is no doubt that the work 
will steadily progress in spite of political changes, all 
parties being agreed on the necessity for such development, 

J. Preston MaxweE.t, 
M.D., F.R.C.S., 


Professor of Obstctrics and Gynaecology, 
Peiping (Peking) Union Medical College. 
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THE SCANDAL OF ‘THE REFUSE DUMPS. 
On July 16th, as reported in our last issue (p. 156), 
Miss Susan Lawrence, Parliamentary Secretary to the 
Ministry of Health, received a deputation representing 
the Fssex riverside local authorities affected by the 
dumping of refuse from the Greater London area, and 
in reply to their representations said she would make 
no attempt to minimize the gravity of the present 
state of affairs. She had herself been over one of 
these dumps, and their existence seemed to her a 
publie scandal. 

It is some years since the London County Council 
first called the attention of the Minister of Health 
to this seandal, and from time to time Members 
of Parliament interested in questions affecting the 
public health have insistently urged upon the Minister 
that effective steps should be taken to stop the 
unseemly practice of dumping the scourings of the 
streets, the refuse from domestic buildings, and the 
decomposing and offensive dejecta of trade and indus- 
try in gigantic heaps on sites in the neighbourhood 
of London. These sites, still in use and originally 
adopted as convenient for this unsavoury practice, 
have now perforce become the residential areas of the 
overflowing population of the metropolis. All that the 
London County Council had alleged was more than 
confirmed as a result of the Minister's imquiries. A 
report made by Mr. C. J. Dawes,’ the Inspector of 
Public Cleansing of the Ministry of Health, who had 
been appointed to investigate the whole question, 
revealed a state of affairs that was simply shocking. 
‘he report received a large measure of public attention; 
eross and outrageous evils were described and depicted 
m the press. It was clear that something must be 
done to remedy evils officially described in the strongest 
terms. But, as the report pointed out, and as must 
have been already recognized by the London County 
Council in its appeal to the Ministry, there was no 
remedy under the existing machinery. No single 
administrative authority was to blame, and no local 
authority, either alone or in any conceivable practicable 
co-operation with other authorities, could stop it. It 
was a sanitary problem of Greater London which none 
of its parts, great or small, could effectively deal with. 
But Greater London, while a vast unit, has no cor- 
porate existence. In this and other health problems 
which are those of the whole civic community there is 
no city corporation as in other large cities, exercising 
authority over the whole. It is true that every now and 
then when obsolete machinery cracks because of a 
strain it was never devised to bear,an ad hoc authority, 
such as the Water Board, an electricity, or transport 
board, is created or suggested. And in the absence of 
any other London precedent, this was what Mr. Dawes 
felt compelled to suggest as the only practicable way 
of dealing with an increasing danger to health. 

It is certain that some authority exercising jurisdic- 
tion over the whole of Greater London is alone com- 
petent to deal effectively with this grave situation. 
That apparently was the view taken by the then 
Minister, Mr. Neville Chamberlain, who, upon con- 
sidering the report by Mr. Dawes, appointed a 








1 See British Medical Journal, April 20th, 1929, p. 734. 
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Departmental Committee on London Cleansing. Thg 
terms of reference to the committee are significant: 
~ J hereby appoint . to be a committee to con- 
sider the report made by Mr. C. J. Dawes ; 
on public cleansing in London, and to recom. 
mend what measures should be taken on the report, 
, The committee will consider at an appropriate 
stage of their proceedings whether it is advisable that 
there should be added to the comlnittee persong 
representative of the interests of local authorities 
in the neighbourhood of the Administrative County of 
London.’’ In the report of the departmental com- 
mittee, which has now been issued,” there occurs the 
following passage: “‘ We may here explain that it was 
decided at our first meeting that the subject we had to 
consider was London’s own special problem, and that 
for the time being at any rate it was not desirable 
that the committee should be enlarged so as to inelude 
representatives of extra-metropolitan authoritics. We 
saw no reason later to alter this view.”’ London, 
for the departmental committee, means the adminis. 
trative county. The committee finds that it is no 
longer practicable for the twenty-nine imetropolitan 
sanitary authorities within the administrative county 
of London separately to dispose of their refuse effi. 
ciently, and so it suggests the formation of a central 
body representative of the said twenty-nine authorities 
which in some vague way is to co-ordinate the publie 
cleansing service of London. It does not seem to have 
cceurred to the departmental committee that the 
problem before it was a health and administrative 
problem of that Greater London of which the adminis- 
trative county forms but a part. 

The larger part of the population of the metropolis 
lives outside the limits of the administrative county; 
the aggrieved element in that population lives bevond 
the county’s border; the metropolitan boroughs, 


though perhaps the chief, are by no inesns the sole 
offenders in producing the grave nuisances for which 


the committee was appointed to find an effective 
remedy. Concerned at the inefficiency and mis- 
management of the public cleansing services of the 
metropolitan boroughs exposed by Mr. Dawes, the 
committee concentrated on these defects, oblivious of 
the wider bearings of its reference: ‘* We are unani- 
mously of opinion, after what we have seen and heard 
for ourselves, that the facts as to the conditions in thé 
public cleansing service of London have been fairly 
and accurately presented in his [Mr. Dawes’s] report, 
and have not been controverted by any of the evidence 
that has been submitted to us.’’ But it was not alone 
the shortcomings of the metropolitan boroughs, as the 
cleansing authorities within the administrative county, 
that led Mr. Dawes to suggest the formation of an 
ad hoe authority for public cleansing in London. It 
was mainly—as we should infer—because he knew 
that the scandal of the gigantie muck heaps dumped in 
the residential areas of outer London could be dealt 
with only by an authority exercising jurisdiction for the 
purpose in question over the whole of Greater London. 
For the departmental committee to have missed this 
point deprives its report of any value as a contribution 
to the solution of the problem. It is not that the com- 
mittee was unimpressed with the dreadful state of 
affairs. ‘“‘ We have inspected most of the refuse dis- 
posal works in London, and are agreed that cenerally 
they are out of date, insanitary, inefficient, or $0 
situated as to cause nuisance or grave annoyance. . «+ 
As regards the dumping of refuse in areas outside 
London we have received evidence, written or oral, @ 


~2Cmd. 3613. Report of the Departmental (% tt 
Cleansing. London; A.M. Stationery Office. 1930. — = 
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both, from the county councils of Essex, Hertford- 
shire, and Middlesex, from most of the firms engaged 
in the transport and disposal of refuse, and from other 
authorities and bodies we are emphatically of 
opinion, as the result of our inspections and the 
evidence submitted, that the system of dumping crude 
refuse without taking adequate precautions to prevent 
nuisance arising should not be allowed to continue.’’ 
As if any precautions could be adequate and practic- 
able having regard to the scale on which London refuse 
is dumped! And so we are not surprised to learn that 
the committee is of opinion that ‘* county councils or 
local authorities should not be given power to exclude 
refuse from districts other than that in which it is 
proposed to be deposited or to exercise a veto over 
sites proposed to be used for tipping refuse.’’ The 
mass of corruption pouring out of London into sur- 
rounding areas in process of rapid development is an 
offence, but those afflicted by it must not be given 
power to exclude the filth. 

The creation of a central authority competent to deal 
effectively with the question raises many difficulties. 
Although the committee was agreed as to the necessity 
for “‘ a central service controlled by one authority or 
body for the disposal of the whole of the house, trade, 
and street refuse of the administrative county of 
London,”’ it had not (as Miss Lawrence pointed out) 
been able to agree as to the constitution of the central 
wuthority, and made no recommendations on this 
vital matter. And so nothing that can be effective is 
to be done. The heaps will go on growing; futile 
placebos will be palmed off on the offended public 
whenever it becomes restive. Flies and rats and septic 
dust, smoke and stinks will continue to pervade the 
vicinity of the new housing estates on which millions 
ef pounds are being spent to provide the people with 
healthier homes. No one has the courage to tackle the 
tremendous issues raised by this and other health 
questions peculiar to the unwieldy community of 
Greater London. The difficulties of the Minister of 
Health have not been lessened nor his responsibility 
diminished by the failure of the committee appointed 
by his predecessor to find a remedy for the evils com- 
plained of. The insistent urgency of their removal has 
been confirmed, and on the Minister’s shoulders now 
lies the task of dealing with the situation. 








CHROMOSOMES IN MAN. 

Ever since the evidence was presented that the 
chromosomes are, in all probability, the carriers of 
the hereditary factors, and are an essential part in 
the sex-determining mechanism, it has become a 
matter of some considerable interest, not to say 
importance, that the number and the character of 
the chromosomes in man should be determined. As 
far back as 1912 Winiwarter published his observation 
that the diploid number of the male was 47, that of 
the female 48. From this it seemed to follow that 
male was to be distinguished from female in the 
human species by the possession of a single unpaired 
X chromosome. Other papers dealing with the same 
subject followed in rapid succession, but without 
exception they seemed to indicate that Winiwarter 
was wrong, and that a diploid number of 24 was the 
correct count. 

' At this point there appeared three papers—two 
from Japan and one from America—which confirmed 
Winiwarter’s conclusions, though they differed amongst 
themselves on the question whether, -in the male, 
there were 47 or 48. Oguma and Kihara reported 
47 chromosomes in spermatogonia, whereas Painter 


CHROMOSOMES IN MAN, 





Tur Britis 
. Mrpicat JounNaL 


187 








reported 48, of which 2 were an XY pair. The dis- 
cussion was somewhat complicated by the fact’ that 
the Japanese dealt with Japanese material, whilst 
the American dealt with American white and negro. 
Later, Winiwarter and Oguma published a joint paper 
in which their earlier conclusion that the male had a 
single unpaired X was reaffirmed. 

Evans and Swezy, in their recent monograph on. 
The Chromosomes in Man, Sex and Somatic,' reopen 
the question by an extensive study of human spermato- 
genesis. It differs from the former studies by being 
much more extensive and comprehensive. They 
present indubitable evidence for the existence of an 
XY combination in the human male, and clearly 
demonstrate the fact that the diploid number in both 
male and female is 48. The material was obtained 
from white, negro, Mexican, and Indian, and, in 
addition, chromosome counts were made on_ the 
tissues from two embryos, from the uterus of a 
young girl, and also from fragments of carci- 
noma taken from the lip of a middle-aged man. 
They demonstrated beyond all doubt that in sperma- 
togonia there are 48 chromosomes, and that in 
the primary spermatocyte the reduced number is 24, 
as it is also in the secondary spermatocyte. They 
find that the Y chromosome is the smallest element 
in the whole chromosome content, and that its recog- 
nition is made easy because of its characteristic small 
size. In the primary spermatocyte the X and the Y 
are paired, and they segregate during this particular 
division. Among the secondary spermatocytes there 
are two kinds. Some contain a small Y, in others 
this particular chromosome is not to be found, 
although the total number of chromosomes is 24. It 
follows from this that the mature sperm are also of 
two kinds—one which earries the Y, the other which 
earries the X. Their evidence confirms the conclusion 
that in the human subject the male is the digametic 
sex. It can now be accepted without question that 
the diploid number of chromosomes in man is 48 and 
the haploid 24, and that the male is XY.  Further- 
more, it is established that the races cannot be dis- 
tinguished by differences in chromosome content. 


» 
> 





A B.M.A. ODYSSEY. 
On July 27th, 129, Sir Ewen Maclean signalized the end 
of his Presidential year by starting on a journey round 
the world as official delegate of the British Medical Asso- 


ciation to many of its Branches in distant parts. After 
his return he gave some account of this tour to the 


members of the Council, who were delighted to hear of 
the splendid. welcome given him at every halting place, 
and to receive first-hand news, from the lips of an acute 
observer, of the strength and enthusiasm and loyalty of 
the Association oversea. Sir Ewen has now written the 
story and had it printed to please his many friends, abroad 
and at home. He calls it aptly, ‘‘ A B.M.A. Odyssey: 
Round the World in 140 days.’’ The narrative goes with 
a swing; the printing and general get-up are worthy of 
Tanner and Butler’s press; and many of the seventy pages 
of the pamphlet are adorned with cheerful pictures, mainly 
of Australian scenes. The concluding paragraph may well 
be quoted here: ‘‘ It has been a very privileged experience. 
It has abundantly added to my knowledge of this very 
wonderful world; it has given me friendships, which I 
believe will be enduring, with men and women doing 
pioneer work; it has enhanced my sense of the value of 


1 The Chromosomes in Man, Sex and Somatic. By, Herbert M. Evans 
and Olive Swezy. Memoirs of the University of California, vol. 9, 


No. I. Berkeley, California: University of California Press; London : 
Cambridge University Press. 1929. (105 x 13, pp. 65; 105 figures, 
11 plates, 6s. 9d. net.) 
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membership of this great Association; it has more than 
ever impressed me with the importance of our Oversea 
Branches; and it has convinced me of the obligation which 
rests with us, personally and corporately, to prove our- 
selves worthy of that great heritage.”’ 


TUBERCULOSIS MORTALITY IN CHILDREN. 
Tue fall in the mortality rates from tuberculosis that has 
taken place during the past thirty years in this country has 
been greater in children under the age of 5 than in any 
other age group. Drs. D. J. Dow and W. E. Lloyd of the 
Brompton Hospital, who have conducted a statistical inves- 
tigation on tuberculosis mortality in children, point out in 
their report! that, although the absolute rate of mortality 
from tuberculosis is greater in infants than in older children, 
relatively to the rate of mortality from all causes it is 
lower in young children than in those approaching adult 
life. A study of the annual death rates from tuberculosis 
per million persons living shows that from 1901 to 1910 the 
heaviest mortality was in children under 5, the rate then 
being nearly 3,000 per million living at that age. In 1914 
the mortality of this group from tuberculosis—till then 
higher than that of any other 5-year group—had taken 
second place to that of the 40-45-year group, and since 
then it has always been lower than that prevailing in 
several other periods of life. Analysing the tuberculosis 
mortality figures for England and Wales from 1898 to 1927 
in children under the age of 15, the authors of the report 
show that during this period the death rate from tuber- 
culosis in children under 1 year of age decreased by 86 
per cent., the fall between 1898 and 1912 having taken place 
rapidly and almost without interruption, and a similar fall 
having occurred since 1917. The fall in the higher age 


so big, is striking enough; thus in 


groups, though not 
children between 1 and 5 years of age it is 67 per cent.; 
in children between 5 and 10 it is 47 per cent.; and in 
children between 10 and 16 it is 35 per cent. It is interest- 
ing to compare these figures with the fall in the rates 
of mortality from all causes during the same period. In 
children under 1 year the fall is 56 per cent.; in children 
hetween 1 and 5, 58 per cent.; in children between 5 and 10, 
39 per cent.; and in children between 10 and 15, 31.8 per 
cent. A study of the mortality rate from tuberculosis in 
each of these age groups expressed as a percentage of the 
total mortality from tuberculosis among children under 
15 shows that only in the group of children under 1 year 
has this figure fallen between the vears 1898 and 1927; in 
the later groups it has increased. Carrying their analysis 
into the mortality from different types of tuberculosis, the 
authors found that during the period under survey the 
death rate from abdominal tuberculosis has fallen by 89 
per cent.; from tuberculous meningitis by 62 per cent.; 
from pulmonary tuberculosis by 64 per cent.; and from 
other forms of tuberculosis by 77 per cent. Their studies 
confirm the generally accepted view that few children in 
contact with tuberculosis fail to react to tuberculin within 
the first few years of life. Where there is no known con- 
tact with tuberculosis the frequency of positive reactions 
increases gradually from infancy to adult life, so that at 
about the age of 20 nearly everyone is sensitive to tuber- 
culin. Similarly 2-ray examination reveals lesions far more 
frequently in children in contact with tuberculosis than in 
those who are not exposed to a like risk. Most of the 
authorities cited by Drs. Dow and Lloyd found a higher 
mortality from tuberculosis among children born of infected 
parents than among children who were not exposed to 
infection. But in view of various discrepancies in the 
figures obtained from different countries the authors them- 








Investigation from the Research Department of the Brompton 


1 An 
Hospital for Consumption and Diseases of the Chest, No. 1. Tnbercu- 
losis Mortality in Children. The Chaucer Press: Bungay, Suffolk. 





selves made an inquiry into the fate of children who had 
been in contact in varying degrees with cases of tuber. 
culosis. In their series, representative of an average 
working-class population, they found that the mortality 
rate of exposed children under 1 year of age was about 
twice as high as that of children who had not been exposed 
to infection—the figures being 1.3 per cent. and 0.58 per 
cent.—and that the death rate within the first five year 
of life of children who had lived from birth in contact with 
a parent with positive sputum was 2.6 per cent. 





MATERIALISM IN BIOLOGY. 
In the Herbert Spencer Lecture, delivered at Oxford jn 
June, Sir Peter Chalmers Mitchell discussed the present 
position of materialism.! It is the opinion of many at the 
present time that materialism has been found. wanting as 
a working principle. It has even been suggested that 
religious insight may safely be employed as a guide to 
scientific insight. The tendency is not confined to philo 
sophers so-called, but is exhibited by some distinguished 
men of science, and, in the lecturer’s opinion, threatens to 
introduce an undesirable subjective and emotional element 
in scientific work. An examination of the record of recent 
scientific progress, however, has convinced Sir .Pete 
Chalmers Mitchell that, so far from materialism having los 
ground, it has become more firmly established than oe 
since Spencer wrote. He adduces many instances of scien 
tific discovery in support of this opinion: such are the 
demonstration by Biitschli that many of the properties of 
protoplasm which were supposed to depend on some mys- 
terious vital force may be reproduced in colloid solutions : 
the artificial manufacture of sugar and other products 
of vegetable and animal life; and the general trend of 
medical history, exhibiting a continual replacement of 
more or less mystical causes by material agents. Certain 
it is that in the science of living beings many functions 
formeriy attributed to ‘‘ vital force ’”’ are Ww satisfac 
torily referred to mechanical and physico-chemical forces, 
Science still finds materialism the best working hypothesis 
With regard to the causes of the present tendency towards 
the mystical—the doctrines of creative urge, entelechy, 
holism, creative evolution, values, and other theories to 
explain on imaginary principles what has not yet been 
referred to matter—the lecturer dismisses the subject with 
a few brief suggestions. Development of the argument in 
this direction would have been interesting. Spencer recog- 
nized a class of things as unknowable. As realities, they 
the cognizance of science and 
cannot be ignored. Many regard them as the most impor- 
tant class of realities. In dealing with them—“ the things 
invisible but real,’’? to use the comely phrascology of 
Pascal—mankind has unconsciously employed the coin 
method of working hypotheses, accepting them as beliefs 
in default of material proof, testing them, not by experi- 
ment, but by experience, retaining them while fruitful 
rejecting them for better. The progress of human cultuss 
in such particulars as architecture, painting, sculpture, 
music, literature, ethics, and civilization generally has 
heen largely dependent on these hypotheses ; possibly, for 
humanity at its best, they are indispensable. They suffer, 
so Read ; pen disability : they are not formu- 
ated and discarded wi ‘ecdom : : 
owt ge eppintaige steerer ms and readiness ex- 
‘ lypotheses; when worn 
out they are hard to replace. It would seem that certain 
scientists olf a present day are engaged in an atten to 
build up, on the ruins ¢ . Pas ‘ake 
belief. an wee Bsn] “ rationalise’ 
closer relationship; or to Santis 1s] a realities into 
a satisfying creed o 
Biology. By Sir Peter Chalmers 
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‘ e Spencer Lectar, 
1920. Oxford: The Clarendon Press 
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1 Materialism and Vitalism in 
Mitchell, C.B.E., F.R.S., D.Se., 
delivered at Oxford, June 3rd, 
1930. (Med. 8vo, pp. 30. 2s. net.) 
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more materialistic lines. The old way is probably the 
better; but it would be ungracious to criticize these 
attempts too closely; without tentatives there is no pro- 
gress. The most recent attempt is that formulated in 
Professor Warthin’s book, The Creed of a Biologist,’ and 
runs: ‘I believe in the Law, im the immortality of the germ 
plasm, and in the creative, progressive evolution of life, im 
the variability of value of the germ plasm through heredity 
and environment, in the transmission of acquired charac- 
ters, and in the conscious improvement of the race through 
the laws of volitive eugenics; I believe that the aim of the 
individual life is the protection, improvement and con- 
tinuation of the immortal germ plasm, and that this is 
best secured by self-development in the highest possible 
degree, through a permanent monogamic sex-partnership, 
with limitation of offspring towards securing the best 
possible results in the progeny, and their best preparation 
for the continuation of the process in the next generation ; 
in this belief, the Universe is rationalized for my intelli- 
gence and reason, | accept it with optimism, relinquishing 
all desire for personal immortality, and unafraid, believing 
that whatever gods may be, the game of life will have been 
played squarely and according to the law.” 


A SURVEY OF ANATOMICAL DEPARTMENTS. 
Tue seventeenth series of Methods and Problems of 
Medical Education,? which is distributed gratis to teachers 
and administrators in melical schools and hospitals and 
to’ others interested in this important subject, contains 
twenty-eight articles from the directors and teachers of 
departments of anatomy, histology, and embryology. 
Nearly all parts of the world are represented—for example, 
the teaching in India is described in the medical colleges 
of Caleutta, Patna,. and Bombay; Professor W. A. 
Mijsherg gives an account of the anatomical department 
at Batavia, Java; Dr. M. R. Drennan of the Wernher-Beit 
anatomical department at Capetown; Professor Ricardo 
Palma of the anatomical department of San Marcos 
University, Lima, Peru; and Professor Arturo Garcia of 
his department in the University of the Philippines. The 
first article, by Dr. S. R. Detwiler of Columbia University, 
though short, is extremely interesting, as it sketches the 
modern scope of anatomy; his first sentence is significant: 
“The concention of anatomy as a purely morphological 
science represents a state of mind which is gradually ceas- 
It is, he insists, a dynamic, 
not a static, science, and is concerned with all biological 
phenomena dealing with the problems of form and form- 
regulation in animals. Jn the past anatomy did not keep 
pace with other biological sciences, largely because human 
anatomy, on account of its practical applications, was for 
a long period in great danger of becoming merely a hand- 
maid to medicine and surgery. Nowadays anatomical 
departments must be equipped in the same way as those of 
‘experimental biology. Three other accounts of anatomical 
teaching in the United States of North America are given 
‘from Baltimore and Philadelphia, the latter being repre- 
‘sented by descriptions ef the University of Pennsylvania 
deparement and of the Wistar Institute of anatomy and 
‘biology. This famous institute has its own press, and gives 
financial help to a group of anatomical and zoological 
journals; in addition, its extensive animal building, where 
experiments in breeding rats have so long been carried 
out, and the museum dating from 1808, deserve a passing 
notice. At Aberdeen—the British representative in this 
instalment—the professors of anatomy and physiology are, 
in virtue of their office, consultants te the Royal Infirmary, 


ing to exist among biologists. 


‘The Creed of a Biologist. By Alfred Scott Warthin, Ph.D., M-D., 
ag London: Constable and Co., Ltd. 1930. (Cr. 8vo, pp. viii + 61. 
s. Od. net.) f 
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in order that they may co-operate with the physicians arid 
surgeons in teaching and research. Professor R. J. A. 
Berry, who gives an account of the department of anatomy 
and histology in the University of Melbourne, has acted 
on the principle that anything bearing on the study of 
man—physiéal anthropology, anthropology, growth and 
development, heredity, neurology, and even human _ be- 
haviour—is a fit and profitable field for anatomical re- 
search. At the University of Alberta the staff of the 
anatomical department is carrying out research on the 
innervation of the heart, the comparative histology of the 
islands of Langerhans, and the surface characteristics of 
the skin. There are a number of well illustrated articles 
describing the anatomical departments in Jugoslavia, 
Czechoslovakia, Ramania, and Bulgaria. 


“EXCESSIVE PRESCRIBING”: EXCESSIVE PENALTY. 
We regret to learn from the senior partner of the four 
practitioners concerned that they have been notified by the 
Ministry of Health that the Minister upholds the penalty 
of £100 which the London Insurance Committee asked him 
to inflict on them as a punishment for ‘‘ excessive preserib- 
ing.’ The action taken by the London Panel Committee 
in May, 1929, was briefly recorded in the Supplement of 
June 22nd, 1929 (p. 246). On that occasion a subcom- 
mittee, to which the matter had been referred for inquiry, 
reported that in its opinion the prescribing of the firm of 
plactitioners had not been in excess of what was reasonably 
necessary for the adequate treatment’ ef the insured 
patients; the committee, however, rejected this finding, 
and, against the advice of its chairman, referred the ques- 
tion to another subcommittee, whose report, adverse to the 
practitioners, was accepted by the Panel Committee. The 
irregularity of this procedure led the Ministry to appoint 
three referees, who heard the case de nore, and came 
regretfully to the conclusion that the evidence showed a 
considerable expenditure on drugs and medicine beyond what 
was reasonably necessary. The referees added that the 
chject of the proceedings was deterrent and not punitive, 
and therefore they recommended that the penalty should 
not be more than sufficient to exercise that deterrent 
effect. They also expressed the utmost confidence in the 
bona fides of the practitioner and his partners. ‘ The 
high ideals with which the members of the firm are 
possessed are quite admirable, but it is impossible to 
countenance such idealism at the expense of a limited 
public fund earmarked for a specific purpose only.”? In 
the Supplement of February 8th, 1930 (p. 41), we recorded 
a meeting of the London Insurance Committee, at which 
after considering the referees’ report the committee re- 
solved to ask the Minister of Health to withhold £100 
from the money payable to it with a view to this sum being 
deducted from the remuneration of the practitioners con- 
cerned, Then in the Supplement of May 3rd (p. 202) we 
recapitulated the story in outline, and published a state- 
ment put in by the practitioners when making oral repre- 
sentations to the Ministry in March. We are aware of the 
many claims on a Minister’s attention; nevertheless it is 
unfortunate that Mr. Greenwood should have taken three 
or four months to make up his mind on this matter, and 
worse than unfortunate that his decision to impose the full 
penalty, instead of a merely nominal fine, should not have 
heen announced until after the close of the Annual 
Representative Meeting of the British Medical Association. 


NATIONAL COUNCIL FOR MENTAL HYGIENE. 
A xew bulletin has been recently published by the National 
Council for Mental Hygiene announcing future events of 
interest and reporting prominent occurrences during the 
last twelve months. It is stated that the experiment of 
holding a series of lectures twice a year has been so 
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encouraging that they will be continued. Seven lectures 
were given last autumn by well-known authorities on such 
subjects as adjustment to life at different ages, problems 
of youth, the woman wage-earner, and mental and nervous 
problems of everyday life. A second series of six lectures 
dealt in the spring of this year with the new psychology 
and the parent, the training of children, sex education, and 
choosing a career. It is announced that during, the coming 
autumn similar lectures will be delivered on Thursdays at 
5.15 p.m. The popularity of the conference held last 
autumn in Westminster has led to the decision to arrange 
a similar gathering in May, 1931. A report of the pro- 
ceedings of last year’s conference has been published by 
Messrs. Adlard and Son, price 2s., and is obtainable from 
the council, the Tavistock Square Clinic, or any bookseller. 
The profits from the sale of this report will be divided 
between the council and the Tavistock Clinic. The bulletin 
of the council contains comments on the progress of the 
Mental Treatment Bill (which became law on July 10th), 
and an account of the first International Congress of 
Mental Hygiene held in America last May. Brief notes 
are supplied on the work of subcommittees of the council 
during the last year; this included the drafting of a 
memorandum on the subject of attempted suicide, and the 
preparation of two reports, one relating to the present 
facilities for the immediate care and treatment of persons 
suffering from mental and nervous disorders, and the other 
to the hostel system for the treatment of mental defectives. 
The importance of preserving close contact with the work 
of parallel societies in foreign countries has been recognized 
and a special secretaryship has been created by the council 
to this end. It is announced that the council is now in a 
considerably stronger financial position than it has ever 
been, but so large a programme lies ahead that further 
support is urgently necessary. It is hoped to appoint a 
whole-time medical director, with the necessary staff and 
suitable offices, to organize summer schools and conferences, 
to promote research into the causes of every form of mental 
disease, and to establish clinics for early mental cases 
throughout the country. 


British gynaecologists and obstetricians who may be 
travelling in the United States before or after the Annual 
Meeting of the British Medical Association in Winnipeg at 
the end of this month are invited by Dr. Samuel R. Meaker 
to visit Boston, where he will show them the most interest- 
ing features of the gynaecological and obstetrical work in 
that city. Those who would like to take advantage of this 
friendly invitation should communicate with Dr. Meaker, 
at 475, Commonwealth Avenue, Boston, Massachusetts. 


By an Order of the Committee of Privy Council, made 
after consultation with the Medical Research Council and 
with the President of the Royal Society, Sir Charles 
Sherrington, O.M., G.B.E., M.D., F.R.S., Waynflete 
Professor of Physiology in the University of Oxford, and 
Dr. J. A. Arkwright, F.R.S., honorary bacteriologist to 
the Lister Institute of Preventive Medicine, are appointed 
members of the Council, in succession to Sir Frederick 
Hopkins, F.R.S., and Sir Charles Martin, C.M.G., F.R.S., 
who retire in rotation on September 30th. 


We regret to announce the death, on July 26th, of Dr. 
A. Bertram Soltau, C.M.G., C.B.E., senior physician to the 
South Devon and East Cornwall Hospital, Plymouth, and 
honorary consulting physician to the Ministry of Pensions 
for gassed cases. We hope to publish an obituary notice in 


an early issue. 








ADMINISTRATION OF THE MENTAL 
TREATMENT ACT. 


Locan Avroriries AND THE Boarp oF ContRot, 
A CONFERENCE on the Mental Treatment Act was sum, 
moned by the Board of Control for July 22nd and 23r4, 
and was attended by delegates from local authorities ang 
mental hospitals in all parts of the country. 

Mr. L. G. Brock, chairman of the Board of Control, wh 
presided, said that the Board was reluctant to issue g 
circular giving advice until it had had the opportunity 
of conferring with the local authorities which would ly 
concerned in the administration of the new Act. The Ad, 
in his view, marked an enormous advance on previoy 
legislation, and a change in the whole attitude towan 
the treatment of mental disease, but it needed to be worke 
in a spirit of cordial co-operation between the local author. 
ties and the centre. He read a letter from Loy 
Macmillan, who was chairman of the Royal Commission, 
stating that he welcomed the important advance which th 
Act embodied, and thought the provision made for th 
reception of voluntary patients in mental hospitals wou 
prove of great value by enabling curative measures to ly 
adopted in the initial stages of mental disturbance. 

The Minister or Heattu (Mr. Arthur Greenwood), wy 
addressed the conference on the second day, said that i 
was the desire of the Government that there should 
the fullest consultation between the central and log 
authorities. He hoped that during the coming monty 
those concerned in local administration would utilize ty 
experience of the Board of Control, with its special kno 
ledge of the provisions of the Mental Treatment Act. Th 
Board was desirous of dealing with the problems involved 
in a sympathetic and constructive spirit. The Act meant 
that the community must cease to think of mental disease 
as something so indecent as to require to be placed in a 
separate category; it was a section of the general public 
health problem of this country. In the treatment of mental 
disease and in dealing with people suffering from any form 
of mental disorder, the closest contact ought to be main 
tained with the general health services, hospitals, andy 
forth. Psychological medicine must not be regarded ay 
longer as a separated thing, surrounded by a ring feng 
As illustrating the problems attending the subject, 
pointed out that although nobody would challenge 4 
division against the Mental Treatment Bill on second read 
ing, yet many weary weeks were spent in committy 
on getting it through. It might have been possible t 
attempt a big revolution in lunacy administration, by 
to-day such a measure would have been one of this 
slaughtered bills which at this period of the session th 
Government was compelled to sacrifice. This Act was a 
the Statute Book, and marked a great step forward ing 
field of public health too long ignored. It placed ne 
responsibilities on the local government authorities, bit 
new responsibilities always meant new opportunities. Tk 





Act would be very carefully watched by enlightened mem 


bers of the public. Many more questions would be asked 
in Parliament on lunacy. administration. ‘‘I shall no 
complain, but it means that when I am in the dock you an 
in the dock. My only regret is that I cannot keep you it 
permanent session, and carry you across to the House t 
support me when a question is asked about this problem.” 
Within the next few years there would be a great develop 
ment in voluntary treatment, an enormous increase in th 
number of people who were being treated in the eat 
stages, and a corresponding diminution in the number d 
certified cases. ‘I have done my best to give you as goal 
a bill as reaped circumstances would ‘slieas You 
moyen =a you have got them, and I hop 

Five main subjects were debated by the conference. Tk 
first was on out-patient clinics, as to which the general vies 
was that they should be in association with general @ 
cottage hospitals. Professor G. M. Ronrrrson of Biit 
burgh said that the immediate thing to do wes to get the 
out-patient clinics started in as many places as scsi 
and to consider their lines of development after 
With them was bound up the objective of the new At 
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which was the medical treatment and prevention of mental 
disease, instead of, as in the past, the custody of the 
dangerous insane. ; 

Dr. T. Beaton, medical superintendent of Portsmouth 
Borough Mental Hospital, in opening the discussion on 
voluntary patients, spoke in optimistic terms of the possi- 
bilities afforded by the admission of the voluntary boarder 
to the public mental hospitals. Those concerned in admin- 
istration must be prepared for curious paradoxes, and many 
patients who in the ordinary way would have been certified 
would be found admitted as ordinary boarders because they 
preserved a certain logical continuity of thought. It was 
important that the staff should not regard the voluntary 
boarder as a new phenomenon, and they should be taught 
to make as little difference as possible between the boarder 
and the certified patient. Another danger was that as the 
mental patient was @ constant source of worry and irrita- 
tion to the general practitioner, he might be tempted 
under the new arrangements to unload him on to someone 
else at the earliest opportunity. Mr. Brock said he wanted 
to allay any apprehension that the voluntary patients 
would cost the local authorities a lot of money. The great 
bulk of the patients who were going to be so treated would 
under the old dispensation have been certifiable. 

A discussion also took place on temporary patients under 
Section 5 of the Act. Sir Husrrr Bonp said that this was 
perhaps the most important of the sections. It got rid of 
magisterial intervention for a time sufficiently long to 
enable effective treatment to be applied. It avoided the 
necessity of compelling a patient as a preliminary step to 
treatment to be certified as a person of unsound mind, and 
thus removed a formidable bar to early treatment. Mr. 
Brock announced that the Board of Control was about to 
draw up a list of approved practitioners for the purpose of 
signing recommendations for treatment of non-volitional 
patients under Section 5 of the Act. This was a delicate 
and invidious task, for which the Board had set up a 
committee under the chairmanship of Sir John Rose 
Bradford, and the principal medical bodies had been 
invited to nominate members. (On the previous day the 
Council of the British Medical Association nominated 
Dr. R. G. Gordon as its representative on this committee.) 

The question of research was broached by Professor SHaw 
Botton, who hoped the time would soon come when the 
diploma in psychological medicine would be regarded as the 

essential qualification for a permanent post in a mental 
hospital. From the university point of view, a psychiatric 
institute or department was ideal, in his opinion, and it 
was from the university that mental disease should be 
taught. He complained that large numbers of medical 
officers in mental hospitals were unable to secure leave in 
order to undertake the necessary training for the diploma. 
Local authorities controlling mental institutions should be 
asked to allow study leave for three months, with salary 
and emoluments, on the understanding that a certain mini- 
mum period of further service was guaranteed. Dr. B. H. 
SHaw (Stafford County Mental Hospital) commented on 
the fewness of the mental hospitals in which there were 
laboratories for the actual investigation of mental disorder, 
and indicated a number of outstanding problems to which 
such laboratory investigation might address itself. 

In opening a discussion on after-care, Dr. J. R. Lorn, 
medical superintendent of the London County Mental 
Hospital at Horton, suggested to local authorities that they 
should regard after-care treatment as best centralized in 
« national organization which could keep in touch with 
employers everywhere, and establish and maintain con- 
valescent homes and institutions conveniently situated for 
the use of them all. Such a body could also afford adequate 
traming and experience in case work to social workers 
whose abilities and character rendered them specially suit- 
able for such work. He thought that local authorities 
should guarantee an appropriate sum to the Mental After- 
Care Association which would wholly or partially support a 
specially trained after-care worker in the district, making 
full use of the association’s institutions, paying the full 
maintenance charges for their patients so accommodated, 
and make an annual grant to the association to be ex- 
pended on institutional developments. 





Scotland. 


Reception to Medical Graduands. 

SuccessFut students at. the recent final medical examina- 
tion in Edinburgh were entertained on July 22nd by the 
Edinburgh Division of the British Medical Association, at 
the Association’s House in 7, Drumsheugh Gardens. Dr. 
J. M. Bowie was in the chair, and Sir Leslie Mackenzie 
delivered an address on “ The new era in medicine,” 
reviewing the progress made during the last forty years, 
and commenting on the openings for further advance. 
Great possibilities in preventive medicine, he said, had been 
brought about by an alteration in outlook, such as had 
been effected by Koch’s discoveries. When the Local 
Government Board for Scotland issued its tuberculosis 
circular twenty-four years ago there was hardly a bed 
for this disease in any municipal or county hospital ; to-day 
there were about 5,000 beds in charge of specially trained 
medical practitioners. Radiology had created a new world 
of diagnostic methods and treatment, and revealed how 
future progress must be sought along the lines of training 
in scientific technique associated with unremitting research 
and experiment. Although an immense amount was being 
done as regards the examination of children in the State- 
aided schools and the provision of treatment, little if any 
change had been made in the training of medical students 
to utilize the information obtained in school clinics. 
Medical schools, indeed, gave hardly any instruction in the 
application of clinical methods to the definite purpose of 
preventing disease. Sir Leslie remarked: ‘‘ The medicine 
of the future will rest on this type of test—namely, that 
the clinical candidate shall be so trained in clinical methods 
that he will be as able to assess the fitness of a person for 
the purposes of civil life as he now is to give a prognosis in 
a case of bronchitis.’’ It was curious, he added, that with 
all the advances made in technical methods of diagnosis the 
main reliance was still placed in hospitals, dispensaries, and 
out-patient clinics on the mother’s diagnosis of disease. 
Until the child was so ill that the mother thought the 
doctor should be informed, the treatment of the child was 
delayed, and, while this ‘‘ maternal diagnosis’ type of 
medical practice persisted, preventive medicine in the form 
of individual treatment could hardly begin. In the school 
clinics defects and ailments were sought out by profession- 
ally trained examiners; they were not left to the mother 
for discovery. Yet the material so brought to light was 
outside the scope of the medical curriculum and examina- 
tions; consequently, when anyone decided to study clinical 
medicine on its preventive side he had to seek out new 
teachers and receive training in the earlier diagnosis of 
disease. Sir Leslie Mackenzie then passed to a brief con- 
sideration of the proposals for a general medical service 
elaborated by the British Medical Association, which, he 
thought, covered all phases of medical practice. ‘‘ The 
greatest problem,’’ he said, ‘‘ in the medical organization 
of the next ten years will be the method of enabling the 
private patient, through his doctor or otherwise, to get the 
full advantage of the splendidly equipped institutions now 
available for both diagnosis and treatment. Meanwhile 
the new local government system makes it possible to 
organize on a public basis the many medical services 
provided or to be provided.’? In conclusion, he hoped 
that the new developments in public medical service would 
be so adjusted to the voluntary and private medical 
services that no patient in need of any form of treatment 
would look for it in vain, 





Medical Graduation at Edinburgh. 

A graduation ceremony was held on July 23rd in the 
McEwan Hall of the University of Edinburgh, under the 
presidency of Principal Sir Thomas Holland. More than 
one hundred students received the degrees of M.B., Ch.B., 
and there were twenty-two recipients of the M.D. decree. 
Among the latter, gold medals were awarded to Dr. J. S. 
Fulton for a thesis on ‘‘ The extensibility of the arteries 
in man”; to Dr. J. C. Moir for a thesis on ‘ The 
mechanics of internal rotation of the foetus”; and te 
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Dr. F. E. Reynolds, whose thesis was ‘‘ A pathological 
study of the pathways of infection to intracranial struc- 
tures from the nose and its accessory cavities.”’? After the 
degrees had been conferred, an address was delivered by 
the promoter, Professor D. P. D. Wilkie, who recommended 
the new graduates to seek at first a hospital appointment. 
Whatever their ambitions might be, he considered that a 
hospital training should be as wide and varied as possible. 
He advised them not to be concerned about their ultimate 
vocation, for a career in medicine was determined by 
evolution rather than by self-determination. Medicine as 
a profession offered a limitless field for the exercise and 
development of their individual gifts and for the develop- 
ment of personality. Referring to research, Professor 
Wilkie said that some of the most pressing problems must 
be solved by clinical study in the wards of hospitals; 
opportunities for research were not confined to laboratories. 
The most urgent need of this medical school was the 
adequate endowment of research in clinical work. Most 
graduates would find that the general practice of medicine 
constituted their life-work; for this, in his opinion, a 
knowledge of practical psychology was the most essential 
equipment. They must love their work; the one thing that 
most surely defeated growth and development in the art 
of medicine was the introduction of the commercial spirit 
into practice. True ambition in medicine should be not so 
much the making of a living as the making of a life. He 
thought that each of them should attempt to educate their 
clientele to regard the services of doctors as primarily for 
the care of health rather than for the cure of discase. If 
every patient was examined at intervals of six months after 
the age of 40, early deviations from health would be 
detected during the curable stage of many diseases, and a 
new era in medicine would be inaugurated. 


Research in Animal Diseases. 

Dr. Henry Dryerre has been appointed physiological bio- 
chemist to the Animal Diseases Research Institute at 
Moredun, Edinburgh. For about ten years Dr. Dryerre 
has been lecturer in physiology at Edinburgh University, 
and professor of physiology at the Royal (Dick) Veterinary 
College, a post which he is retaining. He has published 
important observations dealing with the effect of thyroid 
extract upon the response to adrenaline, and with the 
action of thyroid preparations upon the autonomic nerves, 
and he has recently been engaged upon the elucidation of 
the problem of milk fever and its relation to the endocrine 
glands. Mr. W. S. Gordon, M.R.C.V.S., has been 
appointed senior bacteriologist to the same institution. He 
has been working for some years at the Wellcome Research 
Laboratories, and is well known among Scottish agricultur- 
ists for his investigations into lamb dysentery and braxy. 





England and Gales. 


An Outbreak of Enteric Fever near Portsmouth. 
Dr. A. Mearns Fraser, medical officer of health for 
Portsmouth, has issued a report on a localized outbreak 
of enteric fever in the Landport district in June. Follow- 
ing a Sunday school outing on May 29th, in which 118 
children and 10 adults took part, several cases of enteric 
fever developed. It appears that 99 of the party drank 
from a stream running through the woods, and 18 of these 
contracted enteric fever; 29 suffered from severe attacks of 
abdominal pain, diarrhoea, or vomiting within three days 
of returning home; and a further 23 had gastro-intestinal 
symptoms during the next three weeks, in which period no 
illness that could be attributed to the excursion occurred 
among the remainder of the party. An investigation was 
conducted into the circumstances attending this outbreak, 
and it was shown that, although in a few of the cases the 
incubation period was rather longer than usual, yet in none 
was it incompatible with the suggestion that the disease 
was contracted on May 29th. Five patients, who subse- 
quently developed enterie fever, had an attack of gastro- 
intestinal disturbance within a day or two of drinking the 
water, followed by an interval of apparent good health 
before the graver disease became manifest. The fever was 
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of a moderately severe type, but up to the present » 
deaths have resulted. Im nearly every case the iagnosis 
was confirmed by the Widal test. At a subsequent exam, 
ination the bed of the stream showed marked evidence gf 
sewage pollution, and this was confirmed by analysis, Jf jy 
stated that the stream received the effluent from sey, 
works, and it is suggested that there may have bem 
insufficient purification. No other recent cases of enterig 
fever have been notified in the district concerned, 
Epsom College. 

Founder’s Day was celebrated at Epsom College on Ju 
26th, when the prizes were distributed by Lord Bu : 
president of the College. The head master, after commen, 
ing on the value of past achievements in stimulating pry 
gress, mentioned the more prominent distinctions won 
past and present members of the school, and referred with 
gratitude to the new dental scholarship which had bey 
offered by Guy’s Hospital, this being, he thought, the firg 
of its kind in history. An open scholarship for natu 
science had been won at Trinity College, Oxford, agg 
another open scholarship for classics in the same university 
at Pembroke College. A scholarship had been gained y 
Jesus College, Cambridge, and also an open exhibition g 
Faraday House Engineering College, while the top place i 
the Law Society’s final examination had been obtained 
an Old Epsomian. School successes last year include) 
thirteen passes in the first medical examination, ay 
seventy-two school certificates, with six honours, forty. 
three exemptions from matriculation, and six distinction, 
The athletic successes included an unbeaten Rugby foothd 
team and a cricket team which had not been defeated } 
any other public school. Although last year it had bea 
announced that the council could not proceed yet with th 
building of the new sanatorium until considerably more 
money was forthcoming, it had now been decided that the 
first steps must be taken without further delay im the late 
autumn. It was hoped that the new building would bk 
ready by January, 1932; the existing sanatorium womld 
then be converted into a house for forty boys, bringing the 
total up to 450, the maximum number which the counel 
had decided to admit. With the erection of this ne 
building the scheme of reorganization and enlargement 
formulated in 1924 by Dr. Raymond Crawfurd, chairmm 
of the council, would be completed, and this in a perio! 
of seven years as contrasted with the original estimated 
ten. Other additions and improvements included the em 
struction of a new rifle range, and the erection of a lam 
cricket score board. Lord Burnham delivered an addres 
in which he emphasized the value to any school of 
practical bias towards one or other of the lines @ 
education. He emphasized the importance of general inte 
lectual iraining, even though some measure of specializatim 
was inevitable. Dr. Raymond Crawfurd, proposing a vote 
of thanks to Lord Burnham, gave a few details about ii 
predecessors in the presidential office. A new feature il 
the Founder’s Day programme this year was the melusiot 
of a first-class assault-at-arms, produced in the open air 
spite of inclement weather. In the evening the chord 
society rendered ‘* The Gondoliers ’’ to a warmly appretie 
tive audience. , 

Renaming of London Hospitals. 

The London County Council is proposing te rename 
some of the hospitals and institutions under its direction. 
Some of the present names are unsuitable owing to th 
situation of the hospital (which is not in the loealitr 
suggested by its title) or because they are cumbersome it 
themselves. Ten of the transferred Poor Law hospitals 
bear names of saints, and twenty bear geographical names. 
It was at first intended to give them all saints’ names, bat 
after consultation with visiting subcommittees and othes 
the idea of a uniform system of nomenclature wa 
abandoned. Among the hospitals to be renamed are te 
following (the new name is placed in brackets): Bermondse 
and Rotherhithe Hospital (St. Olave’s Hospital) Greenwich 
and Deptford Hospital and Institution (St. Alfege’s Hae 
pital), Holborn and Finsbury Hospital (Archway Hospital. 
Plumstead -_ District Hospital (St. Nicholas’s Hespitalk 
St. Maryle i Hospital (St. Charles's Hospital), Sout 
wark Hospital (Dulwich Hospital), Tooting Home (St 





Benedict’s Hospital}. 
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Papworth Village Settlement. 
Prince George visited the Papworth Village Settlement 
in Cambridgeshire on July 23rd to open the new cabinet- 
making workshop, the foundation stone of which was laid 
twelve months ago by the Duke of York. Expressing his 
pleasure at being associated with this valuable form of 
treatment, he commented on the way in which the feeling 
of helplessness due to the incapacitation of tuberculosis 
was being overcome by the provision of. suitable employ- 
ment. The health of the children who were brought up in 
the Settlement seemed to prove that this disease was not 
hereditary. More financial assistance was urgently needed 
in order to secure extension of the work, and there should 
be other similar settlements elsewhere. Sir Frederick 
Milner emphasized the value of the great interest which 
members of the Royal Family had taken in the work of 
Papworth, and added that the present Government, as well 
as its predecessor, had done all it could in the way of 
encouragement. Prince George was conducted through the 
workshops, and spent a considerable amount of time in the 
trunk-making department. 
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Correspondence. 


OBSERVATION AND EXPERIMENT. 

Srr,—To some of the more old-fashioned among your 
readers it is a pleasure to find an article which is not 
illustrated by graphs or chemical equations. It is a rare 
pleasure to come upon an article frankly concerned with 
the theory of medicine such as the masterly survey of the 
methods of observation and experiment presented by Mr. 
Wilfred Trotter in the Journal of July 26th (p. 129). 

I fancy that it is possible to detect Mr. Trotter hanker- 
ing after the discredited art of Observation, in spite of his 
impartial survey and the full credit given to the achieve- 
ments of experiment. Perhaps the time has come when 
a plea should be entered for observation, before a com- 
plete breach with tradition shall have destroyed its con- 
tinuity as a method. If I remember aright it was Jenner 
who was given the advice, ‘‘ Don’t think—experiment.”’ 
This may have been well enough for a Jenner, but I fear 
it has proved dangerous advice for many of his successors 
who have obeyed the injunction all too literally. 

In considering the results of experiment run riot, I 
think particularly of the study of tuberculosis. But since 
tuberculosis may justly be said to be an epitome of medi- 
cine, the circumstances of the special case are applicable 
to medicine as a whole. We have piled up to-day a mass 
of experimental evidence which no individual is able to 
cope with. The serious student is bewildered by the 
spectaele of an ever-increasing mountain of facts wid 
statistics accumulated by the method of experiment. He 
looks in vain for a guide who will tell him what these 
things may mean, or even if they mean anything at all. 
It might be well for us to borrow from the ecclesiastical 
usages of an earlier day which ordained days of humiliation 
in-times of stress. In tuberculosis, at least, a year of 
humiliation might not be amiss if it gave us more thought 
and less experiment, and above all if it gave us, rot more 
facts, but an interpretation of the facts. 

Over a century ago Louis, in his Researches on Phthisis, 
spoke of one of the central principles of his study as calling 
for the “‘ meditation of observers in all countries.”? I fear 
that Lonis’s plea for meditation is little heeded in these 
days. Will someone point the way ?—I am, ete., 


W. M. MacPuatrn. 





Frimley, July 28th. 


DIFFRACTION METHODS IN DIAGNOSIS OF 
PERNICIOUS ANAEMIA. 

Sim,—Recently a number of papers appeared in the 
British Medical Journal advocating the use of diffraction 
methods in the diagnosis of pernicious anaemia; the most 
recent is that by Dr. Malloy in the issue of July 19th (p. 96). 
While I have not used Dr, Malloy’s direct comparative 
diffraction method, Professor Gulland, Dr. Goodall, and 
I have tried various diffraction instruments which are on 





sale at present. The principle of the diffraction method 
depends on the finding that the diffraction halo produced 
by passing a beam of light through a blood film varies 
in size inversely with the average diameter of the red blood 
corpuscles. The size of the halo is generally measured by 
the size of the red ring in the spectrum. 

Dr. Malloy admits that the red ring mingles to a vary- 
ing degree with the orange and violet. The personal.factor 
accordingly becomes of great importance. This is quickly 
realized by anyone who has tested various diffraction 
instruments. Dr. Malloy himself states in regard to Eve’s 
halometer that different observers, .even with practice, 
obtain different results with the same slides. It is obvious 
that the difference between the size of the halo in a normal 
blood and that in a case of pernicious anaemia becomes 
more and more apparent as the degree of megalocytosis 
becomes greater. In practice it is found that in severe cases 
of pernicious anaemia, with a colour index well over unity, 
diffraction methods undoubtedly give an accurate diagnosis 
of a megalocytic anaemia. Such cases, however, are easily 
diagnosed by a blood count, or, in the case of experienced 
haematologists, by a glance at a stained film. In cases 
in the remission stage of pernicious anaemia, or in chronic 
cases where the blood corpuscles number between _ three 
and four million, great difficulty in diagnosis is presented, 
no matter what method is used. 

Cabot has demonstrated that in a large percentage of 
such cases the colour index is unity or below unity—that 
is, between 0.8 and 1; .Price-Jones has shown by measure- 
ment that the mean diameter of the red cell in such a case 
yaries from normal by a mere fraction of 1». Taking into 
consideration the personal factor in accurately assessing 
the edge of the red ring in the halo, it would be unreason- 
able to expect that such slight alterations in the size of 
the red cell can be accurately judged by the eye. A pro- 
found knowledge and experience of haematology is required 
in such cases before a diagnosis can be made. This entails 
an investigation of (1) the white cell picture with reference 
to the Arneth count, leucopenia, and relative lymphocytosis; 
(2) the blood platelet picture, to detect thrombocytopenia 
and any increase in the size of the platelet; (3) the red cell 
picture—for example, megalocytosis, ovality in shape, and 
the coefficient of variation; (4) a test meal; and (5) the 
van den Bergh reaction, etc. My object in writing this 
letter is to warn the general practitioner against assuming 
that diffractive methods are a safe short cut to diagnosis, 
and that any method can dispense with a complete blood 
examination. 

Dr. Malloy, under the heading ‘‘ Prophylaxis,’”’ refers to 
another point which I have seen in several papers in the 
Journal, which requires comment. He states that, accord- 
ing to Hurst, pernicious anaemia is due to an infection 
of the duodenum by haemolytic streptococci. I must em- 
phatically maintain that haemolytic streptococci are in 
no way associated with pernicious anaemia. In a series 
of nearly fifty cases I found them present in the gastro- 
intestinal tract in about 5 per cent. of cases. Similar 
results have been published by Moench, Kahn, Torry, and 
by van der Reis, who isolated haemolytic streptococci in 
only one out of thirty samples of duodenal contents of cases 
of pernicious anaemia. Portal haemolysis is now recognized 
to have no place in the etiology of pernicious anaemia, and 
there can be no doubt that no specific organism for this 
disease exists. 

Hurst’s work on the importance of achlorhydria as an 
etiological factor in pernicious anaemia deserves the highest 
recognition. The achlorhydria, however, must be con- 
sidered as an indicator of a deficient secretion, not only 
of hydrochloric acid, but of some secretion necessary for 
protein metabolism, from which is produced the specific 
factor necessary for normal blood formation. In the 
majority of cases Hurst himself showed that the achlor- 
hydria was congenital, and not acquired as the result 
of sepsis. 

For a full discussion of these points the reader is referred 
to the monograph on Pernicious Anaemia by Professor 
Gulland and myself, published by Henry Kimpton, 1930. 
—I am, etc., 

STantey Davipson, M.D., 


Department of Medicine, F.R.C.P.Ed. 


Edinburgh University, July 25th. 
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** PRE-PERNICIOUS ANAEMIA” AND ‘“ MEGALO- 
CYTIC ANAEMIA.”’ 

Srr,—Dr. J. H. Malloy’s paper on the direct com- 
parative diffraction method of demonstrating megalo- 
cytosis (July 19th, p. €6) is, of course, of great interest, 
but it contains one statement which is, I feel, open to 
doubt. Dr. Malloy writes: ‘‘ Hurst has shown that the 
primary condition is achlorhydria, which allows of mfection 
of the duodenum by a ‘haemolytic streptococcus.’”? He 
follows this by contending that ‘it would seem to be 
more helpful to call the interval between infection and 
the onset of anaemia the incubation period of pernicious 
anaenria,”’ 

lt is generally agreed that the achlorhydria of pernicious 
anaemia is, in the great majority of cases, a constitutional 
condition—that is, present throughout life. How, then, 
can one determine the time of infection and so the length 
of the incubation period? One must agree with Dr. 
Malloy that the term ‘“‘ megalocytie anaemia ’”’ should not 
be used as a synonym for pre-pernicious anaemia, but it 
should be clearly understood that even the latter state is 
not necessarily unaccompanied by symptoms.—I am, etc., 


Cancer Hospital, Fulham Road, S.W.3, A. PIney. 
July 22nd. 





GLANDULAR FEVER AND THE WASSERMANN 
REACTION. 

Sir,—Very little allusion, so far as I know, has been 
made to the Wassermann and Meinicke reactions in 
glandular fever. In three eases recently at the German 
Hospital in which these reactions were tried, one or the 
other, or both, of these reactions were found to be 
temporarily positive, as pointed out in my article in the 
Medical Press (1930, vol. 181, p. 65). This need not 
necessarily be so in all cases. Indeed, Dr. M. W. Cantor 
in the Journal of June 28th (p. 1197) mentions that the 
Wassermann test was emploved in one of his cases with 
negative results, but the Meinicke test was not tried. 

From another diagnostic point of view our cases help 
to show that glandular fever may occur without obvious 
enlargement of any of the superficial lymph glands or of 
the spleen—a point not mentioned, I believe, either in 
Glanzmann’s recent monograph, or in the various. articles 
by H. L. Tidy, or in the contribution by G. Evans and 
W. A. Robb (Journal, June 7th, p. 1039). In regard to 
the ‘‘lymphotropic ’’ blood picture (that is to say, the 
‘* mononucleosis ’’) of glandular fever, it is of course well 
known that to some extent similar lymphotropic counts 
are obtained in such common infections as German measles, 
whooping-cough, and mumps; it may turn out that the 
same will be found in as yet undiscovered specifie minor 
infections which probably still lie hidden among the vast 
number of cases diagnosed as ‘‘ influenza,’? or as vague 
gastro-intestinal or abdominal attacks.—l am, etc., 


London, W.1, June 23rd. F. Parxes WrEBER. 


PREVENTION OF DERMATITIS IN THE SURGICAL 
PREPARATION OF THE SKIN. 

Sir,—The profession should be grateful to Mr. R. C. 
Alexander for the publication of his case of fatal dermatitis 
following the use of iodine spirit solution (July 19th, 
p. 100). This case has recalled to my mind quite a number 
of milder cases of dermatitis following the use of both 
iodine spirit and picrie acid spirit solutions, which produced 
a mild form of toxaemia and caused a considerable amount 
of discomfort to the unfortunate patients. 

Two years ago a young woman who had had an abdominal 
section performed four weeks previously was suffering 
so much discomfort from an extensive picric dermatitis 
that I was called in to examine her and advise as to 
treatment. Three years ago, while making a tour of the 
surgical elinics of Canada and the United States, I was 
impressed by the general use of mercurochrome for the 
preparation of the skin, and since then I have used this 
method in my hospital and private practice. My routine 
is to have the operation area washed with ether soap, 








—— 
shaved, well swabbed over with spitit, and mercurochrome 
wpplied. The area is then covered in the normal way with 
a sterile towel; on the operating table it is swabbed with 
surgical spirit, dried with a sterile swab, and mereug 
chrome is again applied. The mercurochrome solution js 
prepared as follows: 2 drachms of mercurochrome are placed 
in 35 c.em. of distilled water, and 55 c.cm. of 95 per cent, 
alcohol and 10 ¢.cm. of acetone are added. The acetone 
dissolves the fats. Although the above is the original pre. 
scription, in practice — have found that industrial aleohol, 
which contains 75 per cent. of alcohol and is, of course, 
much less costly, has proved to he quite efficient. i 
the three years I have used this preparation I have no 
seen a case of dermatitis, and the after-results have given 
me entire satisfaction. 

Two objections have been raised against the method 
namely, the cost, and the staining of the skin. With 
regard to the cost, if industrial alcohol is used, mereum 
chrome solution works out at only a few pence more per 
100 c.cm. than 24 per cent, iodine spirit solution ; thus th 
first objection is readily dealt with. The staining of the skig 
is not objectionable to the patients, and in any case weary 
off in two to three months, or can be easily removed by 
washing with a solution of sodium hypochlorite. No toxic 
effects have ever been met with in my skin application 
method, yet the penetrative action is greater than that 
of either iodine or picric acid, and the bactericidal actin 
is far superior. Experimentally the lethal concentratiq 
of iodine in aqueous solution against Staphylococcus aureg 
is about 1 in 10,000, while that of mercurochrome is abo 
1 in 10,000,000; the antiseptic potency of mercurochrome 5 
roughly one thousand times greater than that of iodine, 

In coufirmation of these experimental data E can state 
that, during my experience of that drug, I have never had 
a case of skin contamination of the operation wound, 
Should Mr. Alexander adopt this method I venture to 
suggest that he will welcome the advent of mercuroehrome, 
—-I am, etc., 

R. Bertram Beam, M.B., F.R.C.S.Ed, 


July 22nd. Ifonorary Surgeon, Hull Royal Infirmary. 


DERMATITIS FOLLOWING USE OF IODINE 
SOLUTION. 

Sm,—The descriptions of iodine dermatitis by Mr, 
Charles Alexander and Dr. de Bouk, recorded in the British 
Medical Journal of July 19th and 26th, prompt me te 
record a case I had. 

A man, aged 55 (who had used iodine previously without amy 
ill effects), had some rheumatic pains in his right arm. Som 
tinet. iodi mitis was bought at a lecal chemist’s and applied over 
the area affected. The following day my then pariner was called 
in to see this patient, and was surprised to see a ease @ acule 
irritant poisoning following the application. ‘The whole body, fram 
the head to the soles of the feet, was one mass of blisters. We 
treated him as a case of bad burns, and he made an uneventful 
recovery. He was confined to bed for a period of six weeks. 

-{ am, etc., 

London, N.W.10, July 25th. L. ScHapema. 


DIATHERMY IN GYNAECOLOGY. 

Srr,—In the review of Professor Thomas H. Cherry's 
book, Gunecologic Technic, which appeared in the Journal 
of July 12th (p. 63), attention was called to the “exc 
lent results in the treatment by diathermy of peli 
inflammation and chronic cervicitis.”” The concluding 
sentence of the review was, ‘In this country we have as y# 
had little success in this direction, and this detailed account 
of American methods might be of unusual yalue as a meaas 
of comparison and correction.”” This cannot be allowed # 
pass unchallenged. 

In the hands ef Dr. ©. Allen Robinson the method whieh 
he devised for subjecting the urethra, uterus, and i 
adnexa to diathermy has achieved success which SUTpasses 
that which Professor Cherry claims. Beginning in 191m 
the electrical department of St. Bartholomew's Hospital, 
Dr. Robinson spent many’ months in desicning varie 
electrodes and submitting them to prelonged trial. 


i 





su! 
of 
cia 
on 
lati 
it. 
tio! 
rec 
It 
por 
lett 
nan 
cor 
foll 
met 
for 
N 
thir 
to |] 
fron 
Un 


S1 
I he 
callin 
firm 
are 
mene 
afte 
can ¢ 
they 
I am 
if yo 


Lonc 


Sir 
V ine 
after 
to ad 
after 


Unt 
in a 
recerve 
of vei 
Veins ' 
on bot 
and w 
caused 
an inj 
in the 
anothe 


eis 
tate 


had 
nd. 


me, 


Ss 





AUG. 2, 1930] 
ooo 
method which he eventually adopted has been employed by 
him for over ten years in my department at St. Bartholo- 
mew’s Hospital, also at the West Middlesex Hospital and 
the London Clinic. He has worked in conjunction with 

ynaecologists of distinction, and his results have been 
duly checked. 

Iam familiar with the American methods, and can point 
out certain defects in their electrodes and in the modes 
of using them. These doubtless account for the relatively 
small proportion of successful results obtained by Professor 
Cherry in comparison with those procured by Dr. Robinson. 
The chapter on diathermy in Gynecologic Technic in- 
dicates that Professor Cherry has realized the great value 
of the method. It also shows that the work on diathermy 
in gynaecology in the United States has not progressed 
so far as. it has in certain hospitals in this country.— 
J an, ete., 

London, W.1, July 22nd. 








E. P. CumsBersatcu, 





ANAESTHETICS FOR SHORT OPERATIONS. 

Sm,—Being single-handed, and beyond the reach of con- 
sultation, I am naturally deeply interested in the matter 
of anaesthetics. Having been trained in England, I appre- 
ciate the comparative safety of ether over chloroform, but 
on account of the ease and pleasure of being induced by the 
latter I have come to allow my raw assistants often to use 
it. There are many pitfalls in the successful administra- 
tion of chloroform, however, but the question of the 
recumbent position has always been believed to be settled. 
It is very disturbing, therefore, to get a sudden unsup- 
ported statement, such as appears from Melbourne in the 
letter you published in your issue of May Slst (p. 1023)— 
namely, that ‘‘ the idea that the recumbent position is the 
correct one to adopt during induction is incorrect ’’— 
followed lower by ‘‘ One of the most pleasant of all 
methods is chloroform induction to a patient sitting com- 
fortably in an armchair.”’ 

No doubt some responsible anaesthetist will have some- 
thing to say on the matter, but if not, I should be relieved 
to know if the writer, Dr. R. W. Hornabrook, is speaking 
from wider experience than that of Melbourne.—I am, ete., 

United Methodist Mission, Wutingfu, 


Shantung, N. China. 
June 22nd. 


Frep. R. Crapvock. 





STORAGE OF X-RAY FIEMS. 

Sir,—The large number of letters and inquiries which 
I have received following the publication of my letter 
calling attention to the dangers of a-ray films serves to con- 
firm my belief that conditions in radiological departments 
are far from satisfactory. I am familiar with the reecom- 
mendations referred to by Dr. S. Melville, and published 
after the disaster in America, but I fail to see how these 
can give any measure of control for which I pleaded. That 
they should be more widely known is of importance, and 
I am confident, Sir, that a useful purpose would be served 
if you were to republish them.—I am, ete., 


London, W.1, July 26th. E. J. H. Roru. 


INTRAVENOUS SCLEROSING SOLUTIONS. 
&m,—In the Journal of July 19th (p. 120) Mr. A. H. 
Vinchester draws attention to some untoward symptoms 
after injecting sodium morrhuate. Might [ be permitted 
to add a brief note of a case of my own that I observed 
after writing the article to which he refers? 


Untoward symptoms, probably due to anaphylaxes, developed 
in a young man, aged 30. Several weeks previously he had 
recetved several injections of NaCl (20 per cent.) into four sets 
of veins in the right leg. I decided to inject two remaining 
veins with sodium morrhuate. He belongs to a ‘“‘ venous family ”’ 
on both sides. The veins were congenital in type, of moderate size, 
and with no history of previous infection at any time, but they 
caused him discomfort, for which he sought treatment. I gave 
an injection of 2 c.cm. sodium morrhuate (5 per cent.), 1 ¢.cm. 
in the lower third of the leg followed by another 1 ¢.cm. into 
another vein below the knee. Almost immediately after the last 
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injection a diffuse blushing of the skin was noticed abuve and 
below the sites of the punctures, accompanied by a slight stinging 
and tightening feeling; the colour became more intense about 
the middle of the thigh and over the inner side of the ankle. 
In the centre of the patch on the inner side of the thigh there 
suddenly appeared a cluster of six urticariform wheals, about the 
size of small split peas. Their appearance was preceded by local 
stinging, and tingling and burning pain, similar to that met with 
in herpes zoster. Pain was also felt over the branches of the 
internal cutaneous nerve as far.as the groin. ‘The whole leg was 
painful, stiff, and heavy. The wheals persisted for about ten 
hours, gradually fading, and the pain lessened, but was marked 
for a week. The ultimate result was good, the veins being cured, 
but marked pigmentation of the skin over them developed. 


The conclusions drawn are that the solutions of sodium 
morrhuate are not entirely:free from danger, as was first 
hoped, and that their field of usefulness in the treatment 
of veins may become restricted in the event of complications 
being noted in other caseg#—I am, etc., 


London, $.W.7, July 20th. T. Henry Treves Barser. 





THE HARVEY CHURCH BELLS. 

Sir,—I observe with much satisfaction that the Harveian 
Society of London is to assume the charge of reconditioning 
the church bells in Harvey’s burial place at Hempstead 
in Essex, and the moment seems opportune for an old 
change-ringer with much practical experience of casting 
and technical tuning to submit notes relating not only 
to the Hempstead bells but touching also a more general 
aspect of the subject. 

During a short visit to the church I was too much 
concerned with the Harvey vault and the geological. con- 
ditions associated with the fall of the church tower—a 
most singular event—to give the bells more than a passing 
glance. These are five in number—one of them broken 
in the crushing collapse of the massive tower—and should 
be full and deep in pitch; they are comparatively modern 
and not the long-waisted castings of mediaeval times which 
may tempt many an ill-advised churchwarden to melt into 
an extra bell. 

In a district so remote and sparsely peopled as Hempstead 
there is no scope for change-ringing, and since five-bell 
music is attractive and will give 120 changes, I hope that 
those entrusted by the Harveian Society with this matter 
will see their way to re-erect the five-bell peal as it stood 
in former times. With a good clock the four upper bells 
would give an excellent quarter chime, leaving the tenor 
to strike the hour. Attenuation in weight is unsatisfactory 
and apt to generate obscuring harmonics, and even a 
sense of jingle. Thus the famous Bow bells in the key 
ot C are heavier and more satisfactory than those of 
Southwark Cathedral, which are a semitone lower in pitch. 

Recasting, moreover, is no easy matter, and in spite of 
accurate measurements and imitation there is an element 
of uncertainty, or luck, in the issue, both in pitch and 
quality, which every bell-founder knows. In such work 
an accurate ear is essential, as well as that special endow- 
ment of touch to determine with certainty the precise 
zone or locality to be dealt with in tuning. Bells abound 
in contrast; that singularly efficient raucous decrepitude 
Big Ben is known in every London household, and by 
modern means is as audible at Madeira, far down in the 
Atlantic, as on the Thames Embankment; while Great 
Paul, muffled in his chamber and murmuring his protest— 
‘*Vae mihi si non evangelizavero ’’—against any secular 
use, is hardly known to the average Londoner, for whom 
the parliamentary impressive clock bell attracting vast 
multitudes to hear the New Year announced is the great 
bell of St. Paul’s. Some day perhaps Great Paul, a ton 
and more heavier than big Ben, audibly placed and ade- 
quately struck, will easily suppress any other claim to 
the domination of the metropolis. 

I may not further transgress reasonable limits, though 
my brethren will appreciate my subject-matter; but, after 
all, our training excludes nothing, and in these days the 
‘doctor’ is the trusted referee both in physics and 
general culture.—I am, etc., ‘ 


MIcHAEL GrapnamM, M.D., LL.D. 








Madeira, July 15th. 
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Obituary. 
JOHN STEVENS, M.A., M.D., ¥.R.C.P.Eb., 


Formerly Physician to the Edinburgh Western Dispensary. 
We greatly regret to announce the death, which took place 
at his residence in Polwarth Terrace, Edinburgh, on July 
24th, of Dr. John Stevens, a well-known practitioner of 
that city, and for many years an indefatigable worker in 
the British Medical Association: Dr. Stevens. had been 
suffering from a_ prolonged 
iliness which showed itself 
first when he was attending 
the Representative Meeting 


of the Association in Man- 
chester a year ago. 
John Stevens was born 


oveg seventy years ago near 
Bridge of Earn, and after 
graduating M.A. at the 
University of Edinburgh he 
proceeded to the study of 
medicine, where he had a dis- 
tinguished course, gaining, 
in addition to numerous class 
medals, the Sibbald medical 
scholarship, and the Stark 
scholarship. Graduating M.B., 
€.M. with first-class honours 
in 1884, he was awarded the 
Kttles scholarship, which is 
given to the most distinguished student of the year at 
“dinburgh University. In 1887 he proceeded to the degree 
of M.D., being awarded a gold medal for his thesis on 
‘‘ The tests for the bile salts and on the renal examination 
of the bile salts, urea, indican, and sugar, with a report 
of clinical cases.’”’ This was regarded as a valuable con- 
tribution to the side-room work carried out in connexion 
with clinical medicine of its time. After graduation Dr. 
Stevens acted as resident physician in the wards of the late 
Sir Douglas Maclagan at the Edinburgh Royal Infirmary, 
and had as three of his fellow residents Professor J. S. 





Haldane, Dr. James Haig Ferguson, and Sir David 
Wallace. Joining the Royal College of Physicians of 


Edinburgh as a Member in 1893, he proceeded to the 
Fellowship of this College in the following year. After 
a short period of post-graduate study at Vienna Dr. 
Stevens took up practice in Edinburgh, where in the course 
of over forty years he had become a well-known physician, 
greatly respected and beloved by friends and colleagues. 

After joining the British Medical Association in 1892, 
he devoted a very large share of his time and energy to 
its various organizations, and the work of the Association 
may be said to have formed the principal hobby of his life. 
For many years he served as a member of the Executive 
Committee of the local Edinburgh Division, becoming its 
chairman in 1922. He became honorary secretary of the 
Edinburgh Branch in 1914, an office which he held till 
1927, when he became its president. He attended every 
meeting of the Representative Body of the Association 
from 1914 till the year before his death, and served as a 
member of the Central Council from 1926 till his fatal 
illness rendered attendance at the meetings in London 
impossible. Among the Association’s committees upon 
which he did good service were the Scottish Committee 
(1919-30), the Chairman’s Subcommittee of the Scottish 
Committee (1923-24), the Medico-Political Committee 
(1919-27), the Medico-Political and Parliamentary Com- 
(1922-28), the Ethical Committee (1921-30), the 
Non-Panel Committee (1923-25), the Non-Panel Sub- 
committee (1923-24), the Committee re Insurance Acts 
Royal Commission (1924-25), and the Central Emergency 
Committee (1926-27). ; 

At the time of the introduction of the National Health 
Insurance Act Dr. Stevens was one of its uncompromising 
opponents, and he was one of the organizers, and for a 
time treasurer, of the Medical Guild, an association of 
practitioners in Scotland who held aloof from the panels 
formed under the Insurance Act. Although he had latterly 


mittee 


medical practitioners, he maintained to the time of jy 
death a Vigorous opposition to any tendency towards the 
establishment of a State medical service. 

The interment, which took place on July 28th, jy 
Morningside Cemetery, was attended by a large gathering 
of professional colleagues and friends. 

[The photograph reproduced is by Alex Ayton, Edinburgh.) 





HUGH MILLER, M.B., Cu.B.Gtas., 

District Medical Officer, Department of Health for Scotland, 

WE have to record with deep regret the death of Dr, Hugh 
Miller, one of the best-known medical men in the West of 
Scotland, which took place in Edinburgh on July 22n¢, 
He was the youngest son of the late Rev. Thomas Mille 
of Neilston in Renfrew, and was born in 1877. He was 
educated at the High Schools 
of Ayr and Glasgow, and 
graduated M.B., Ch.B. from 
Glasgow University in 1899. 
After holding resident posts 
in the Western Infirmary, 
Fever Hospital, and Mater- 
nity Hospital, Glasgow, he 
underwent a course of post- 


graduate study in Berlin 
before settling down in 
Hamilton, where he had a 


very large general practice. 
During the war he held the 
post of officer in charge of 
the Prisoners of War Hos- 
pital in Egypt, with the rank 
of captain. About three years 
ago he was selected by the 
Scottish Board of Health and 
placed as regional medical 
officer for Dundee and district, an appointment which 
involved much hard work in travelling about the country. 

Hugh Miller had always been a keen ‘* B.M.A.”’ man, 
In 1921-22 he was elected to the Central Council, on whieh 
he served for six years. He was a member of the Scottish 
Committee, of which he became chairman in 19258 
and during his period of office he was largely instrumental 
in bringing about the adoption of the modified scale of 
salaries for medical officers of health pertaining to Scotland, 
He had also served as a member on the Central Ethical, 
Central Emergency, and Psycho-analysis Committees of the 
Association. He served as temporary honorary secretary 
of the Lanarkshire Division in 1915, and was appointed 
secretary in 1919. He became a member of the Dundee 
Branch Council in 1930. He had been at one time honorary 
secretary of the Hamilton Local Medical and Panel Com. 
mittee, and chairman of the Lanarkshire Medical Practi- 
tioners’ Union. Before leaving Hamilton to take up his 
appointment under the Scottish Board of Health in 198% 
he was entertained at dinner by his professional colleagues, 
who made him a presentation in. recognition of his services 
in Hamilton. 





a charm of presence and manner he combined a sound-and 
skilful flair for practice; and, accustomed as he was ‘ftom 
his youth up to the exigencies of dealing with the sick and 
needy, success came naturally to him. His early. death 
closes a career of great promise, and the sympathy of all 
his friends will be extended to Mrs. Miller, who was almost 
as well known as himself in representative gatherings of 
the Association. ™ 

The funeral took place on July 25th at the Morningside 
Cemetery, when the pall-bearers included Dr. J. Livingstone 
Loudon, representing the Central Council of the British 
Medical Association, and Dr. Thomson, representing the 
Lanarkshire Medical Practitioners’ Union and the Hamilton 
Medical and Panel Committees. Dr. Miller’s colleagues im 
the Department of Health, and his brother district. medical 
officers, were also well represented. Dr. G. M. Miller, 
Dundee, of the Scottish Committee, was also one of the 
large gathering which assembled to pay a final tribute @ 
a colleague whose high qualities and kindly disposition had 
won innumerable friends, , . 





come to see that the Iasurance Act had conferred many 
benefits both upon patients of the working class and upon 


[The photograph reproduced is by Alex Ayton, Edinburgh.] 








Hugh Miller had all the qualifications for success. With. 
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Dr. Wrr1aM Craven Rocktirre, who died on June 23rd, 
was the son of the late Dr. Lunn of Hull; he changed his 
surname to Rockliffe on succeeding to certain property: He 
was educated at Cambridge and St. Thomas’s Hospital, 
obtaining the diplomas M.R.C.S. and L.S.A. in 1876. He 
graduated M.B.Cantab. in 1877, and proceeded M.D.Dub. 
in the following vear. When a student at St. Thomas’s 
Hospital it is said that he used to drive up in a dogcart 
and pair or tandem, throw his reins to the groom, and thea 
enter the portals of the institution. He had intended to 
practise as a physician in Hull, but took up ophthalmic 
work instead; his father had previously undertaken most 
of the eye surgery in the district. On the retirement of 
Dr. Lunn, as surgeon to the Hull Royal Infirmary, he was 
appointed the first ophthalmic surgeon to that institution, 
which position he held for twenty-five years. He was 
president of the East Yorks and North Lincs Branch of the 
British Medical Association in 1894-95, and was the first 
president who provided champagne for all those at the 
annual dinner. He held the office of vice-president of the 
Ophthalmological Society, 1900-3; he was a member of the 
council of the Ophthalmic Section of the Royal Society of 
Medicine, 1917-18, and contributed numerous papers to 
ophthalmic and other medical journals. A colleague writes: 
Dr. Rockliffe was a very hard worker at whatever he under- 
took. He was a philanthropist, and founded the Hull 
Institution for the Blind, which entailed his working for 
nany months every night until after twelve o’clock. This 
institution has developed enormously, and is now one of 
tle great charitable organizations in Hull. His name is 
perpetuated in the name of one branch—namely, ‘‘ The 
Rockliffe Home for Blind Women.’? He was a staunch 
Churchman, and for several years acted as viear’s warden 
at Holy. Trinity Church, during the incumbency of the late 
Canon McCormick. When-away from his professional work 
and that connected with the blind institution his recrea- 
tions were shooting and gardening, into each of which he 
entered with his characteristic zest. He lost his right 
forefinger in a shooting accident; this would have deterred 
most men from following ophthalmic work, but it merely 
stimulated him to increased exertion, and he very soon 
could operate as well as ever. He was a very good dancer, 
and pursued this pastime with his accustomed energy. He 
played the cornet, and some forty years ago organized a 
small amateur orchestra which for several years, by means 
of concerts, provided substantial sums for the blind 
institution. An exceedingly handsome man, with a charm- 
ing personality, he endeared himself to all with whom he 
came in contact. During the past few years, owing to 
advancing age and cardiac trouble, he lived in retirement, 
but still worked in his garden, and died peacefully in his 
chair after coming in from it. He leaves a widow ard one 

daughter. 





Dr. H. G. Gorpon Mackenzie, who died on July 18th, 
was educated at Winchester and Magdalen College, Oxford, 
and afterwards studied at Edinburgh and Neweastle. He 
graduated M.A.Oxon. in 1897 and M.B.Durh. in 1907, 
proceeding to the M.D. in 1913. He was demonstrator 
in physiology at the Surgeons’ Hall, Edinburgh, in 1902-3, 
and served later as assistant tuberculosis officer and clinical 
assistant at Charing Cross Hospital and clinical assistant 
at the Brompton Hospital for Consumption and Diseases 
of the Chest. He was much interested in the develop- 
rent of a scheme of medical control of boys’ clubs, and 
served for many years as honorary medical officer of the 
Hollington Boys’ Club and of the Secondary Schools 
Camp Association. During the war he was in command of 
the 83rd Field Ambulance of the Salonika Force with the 
rank of lieutenant-colonel R.A.M.C.(T.F.), and was awarded 
the 1.8.0. Dr. Mackenzie was a member of the Chelsea 
Division of the British Medical Association. 


Dr. Jowx Porter Parkinson died on July 11th at his 
home in Eastbourne, where he had lived for the past few 
years since relinquishing active practice in London. He 
was born in 1863, and from Shrewsbury School went to 
study medicine at University College, London, graduating 


M.B.Lond. in 1888 and qualifying for the geld medal at 
the M.D. examination next year. He then served for 
twelve months as_ house-physician, house-surgeon, and 
obstetric assistant at University College Hospital, and, 
having. obtained the F.R.C.S., was appointed demonstrator 
of anatomy at University College. After a short period 
on the staff of the Mount Vernon Hospital he was admitted 
M.R.C.P., and from 1895 to 1898 served as medical registrar 
to the Westminster Hospital and clinical assistant at Great 
Ormond Street. His next appointments were to the medical 
staff of the London Temperance Hospital and the Queen’s 
Hospital for Children, with which institutions he remained 
associated until his retirement, when he was elected con- 
sulting physician. He was also consulting physician to the 
Finchley Memorial Hospital. Dr. Porter Parkinson con- 
tributed a number of papers, mainly on diseases in child- 
hood, to medical journals, and was the author of a small 
book on the Diagnosis of Disease, which appeared in 1898. 
He had been honorary secretary of the Society for the 
Study of Diseases of Children, and after the amalgama- 
tion he held office as president of the corresponding section 
of the Royal Society of Medicine. He was elected F.R.C.P. 
in 1623. 


Dr. Frepertc Wittram Dantexs, who died on July 20th 
at Leicester, where he had resided since 1927, was born in 
1872, and received his medical education at the London 
Hospital. He obtained the diplomas M.R.C.S., L.R.C.P. 
in 1904, and become F.R.C.S. in the following year. He 
held various house appointments at the London Hospital, 
and then practised in Newport, Monmouthshire, where he 
was medical officer to the out-patients and the electrical 
department of the Royal Gwent Hospital. During the war 
he held a commission in the R.A.M.C. 








Medical Notes in Parliament. 


[From our PARLIAMENTARY CORRESPONDENT. ] 





THe week has been the last of the Parliamentary Session 
which began on July 2nd, 1929. Before the prorcgation both 
Houses were occupied in adjusting differences on the Road 
Traffic Bill, Housing Bill, and other measures which thereafter 
awaited the Royal Assent.’ The House of Commons passed the 
outstanding Estimates of the year, and discussed foreign affairs 
and the Army. 

In the House of Lords, on July 29th, the Housing (Scotland) 
Bill passed its final stage. 


Small-pox.—Mr. GrEENWOop, on July 29th, told Mr. Groves 
that in 19 of the 39 deaths registered in England and Wales 
during 1929 and classified to small-pox some cause of death in 
addition to small-pox appeared on the death certificate. The 
19 deaths were those of the persons shown in the table contained 
in his reply given to Mr. Groves on July 21st. 


Shortage of Medical Officcrs_in the Serviecs.--On July 29th 
Mr. Sanpers told Dr. Vernon Davies that the present shortage 
of regular Royal Army Medical Corps officers was. approximately 
140. The Secretary for War was in consultation with the Army 
Medical Advisory Board as to the causes of this shortage and the 
ossible remedies. On the same day Mr. Ammon told Dr. Vernon 
avies that the shortage of naval medical officers still continued. 
There were no signs of more satisfactory recruitment. The 
question was under consideration by the Admiralty. Mr. MontaGve 
also informed Dr. Davies that there was still some difficulty in 
obtaining the numbers of medical officers required. The question 
was constantly engaging the.attention of the medical authorities 
at the Air Ministry and of the Air Council. 


British Trade with India in Medical Goods.—-On July 28th 
Mr. Benn, answering Mr. Graham White, said that he had no 
statistics of the volume of British trade with India in medicines 
and medical appliances. He was informed, in April last; that a 
boycott of these classes of British goods had been established 
in consequence of the decision of the General Medical Council on 
the recognition of Indian medical degrees, but in May he heard 
that this boycott was weakening, and that orders for British 
goods were being placed. He had received no later reports. 


Tenure of Health Appointments in Scotland.-—On July 29th 
Mr. Jounston, in reply to Mr. Marcus, issued a statement about 
officers of county and town councils ‘in Scotland who are not 
removable from office except by or with the consent of the 
court or a Government department. These officers include medical 
officers of health, sanitary inspectors, medical practitioners in the 
Highlands and Islands appointed by the county council for the 
purposes of the duties of the council as public assistance authority, 




















medical officers of poorhouses, merical superintendents of sana- 
toriums, public analysts, veterinary inspectors, and medical superin- 
tendents of certified institutions for mental defectives. 


Research on Poison Gas.—On July 29th Mr. Sanpers told Mr. 
Freeman that the Secretary for War was definitely advised by 
his expert advisers that the results of the experiments conducted 
at Porton and elsewhere with poison gases on living animals were 
such as to leave no doubt that the methods of curative treatment 
of the effects of gas which those experiments suggested were 
applicable to human beings. 

Notes in Brief. 

In answer to Dr. Vernon Davies, on July 23rd, Mr. Lansbury 
stated that the Serpentine was last cleaned cut during the years 


869, 1870, and 1871. 


Mr. Greenwood states. thai 265 centres for the purpose of 
artificial sun-ray treatment were approved by his department 
up to April 1st last. 

The number of buildings acquired by local authorities in 
England and Wales since April Ist, 1925, in connexion with 

slum clearance schemes is approximately 10,700, and 


approved 
the number demolished approximately 9,000. The number of new 


dwellings erected is rather more than 9,700. 














Wuibersities and Calleyes. 


UNIVERSITY OF LONDON. 
Atv the June matriculation examination 203 candidates passedin 
the first division and 985 in the second division, while 39 took the 


supplementary certificate for Latin. 
The following candidates have been approved at the examinations 


indicated : 
M.D.—Branch I, Medicine: R. G. Anderson, J. R. Blazé, P. E. J. Cutting, 
H. Das, T. A. Davies (University medal), R. E. Ford, L. W. Hale, 
S. W. Hardwick, J. C. Hawksley, E. G. Housden, C. A. Keele, C. W. 
Marshal!, S. P. Meadows, A. J. Morland, R. H. Morley, T. Morton, 
A. M. Richards, Gwladys V. Smallpeice, E. Williams, W. Yeoman. 
Branch IT, Pathology: K. T. Gajjar, Dorothy S. Russell (University 
meda'). Branch EV, Midwifery and Diseases of Women: W. M. 
Brown, Elizabeth J. Carpenter, G. M. FitzGibbon, E. E. 1D. Gray, 
E. H. Roche, Iris V. I. Ward, Jane C. Williams. Branch VI, 
Tropical Medicine: F. Marsh. i : 
M.S.—Branch I, Surgery: A. E. de Chazal, K. W. Heritage, I. Lewis. 





KiNG’s COLLEGE HospPiTtaL MEDICAL SCHOOL. 
The following scholarships and prizes have been awarded : 


Senior Scholarship, V. Marjorie Robinson; Todd Prizes for Clinical 
Medicine, V. Marjorie Robinson and L. A. H, Snowball; Tanner 
Prize for Obstetric Medicine and Jelf Medal, F. W. Willway; 
Jocelyn Almond Prize for Diseases-of Children, J. N. Cumings; 
Burridge Prize for Forensic Medicine. A. Marion Kaye; Special 
Prizes (Diseases of Children) V. Marjorie Robinson, (Orthopaedic 
Surgery) F. W. Wiilway, (Surgical Pathology) Hilary Long ; 
Class Prizes (Medicine) G. H. Newns. (Surgery) F. W. Willway, 
(Obstetric Medicine) Hilary Long and F. W. Willway, (Pathology) 
J. R. Braybrooke, (Forensic Medicine) Mary Evans and G. T. Cook, 
(Hygiene) G. H. Newns, (Psychological Medicine) K. Hazell. 


LONDON HospITAL MEDICAL COLLEGE. 
The following entrance seholarships have been awarded by the 


College Board : 

Freedom Scholarship in Pathology (open to students of the Universities 
of Oxford and Cambridge), value £10): Mr. J. G. L. Spencer. 
Price Scholarshiff in Science, value £100: Mr. M. L. Rubein. Second 
Scholarship in Science, value £50: Mr. J. Simon. 


UNIVERSITY OF MANCHESTER. 
THe city of Salford has renewed its grant of £600 to the University 
for 1930-31. : ; ; 
The following appointmentsare announced: lecturer in surgical 
pathology, J. P. Buckley. M.D., M.S., F.R.C.S.; lecturers in 
Q my, Harry Platt, M.D., M.S., F.R.C.S.; D. McKay 


applied anato , : ) 
Sutherland, M.D., F.R.C.8.; lecturer in regional surgery, A.Grabam 


Bryce, M.D., F.R.C.S. 

The following have been appointed members of the Board of the 
Faculty of Medicine: Dr. F. H. Lacey, honorary lecturer in 
clinical obstetrics and gynaecology; Mr. D. P. Sutherland, hono- 
rary clinical lecturer in tuberculosis; Dr. William Susman, 


lecturer in morbid anatomy and histology. 





UNIVERSITY OF EDINBURGH. 
Av the graduation ceremony held in the McEwan Hall on 
July 23rd the following medical degrees and diplomas were 


conferred ; 

M.D.—tJ. R. Dogra, tR. O. Eaton, W. C. Fothergill, *J. S. Fulton, 
Anne Gibson, O. K. G. Guyer, C. I. Irvine-Jones, P. S. Jamieson, 
J. Lowe, J. E. Maccabe, A. A. S. M’Donald, Bessie R. Mackenzie, 
F. G. Macnair, *J. C. Moir, D. Pottinger, {A. L. K. Rankin, 
*F. E. Reynolds, J. B. Rolt, D. R. Thapar, Mary Turton (née Martin), 
W. Waddell, yw  & aa 
.M.—A. 8S. Fry (Major, I.M.5.). 

SS B.CH ate Abbencette, A. Amdor, A. J. Bain, B. Berger, J. Black, 
D. M. Blair, A. B. Brereton, A. Brookner, G. J. F. Caley, §A. C. P. 
Campbell, M. Chamurich, D. 8. Clark, Petrusa de B. Clark, 
W.S. MR. Craig. S. Davidson, J. S. de S. Drummond, E. H. Duff, 
S. kisenhammer, M. H. Finkelstein, G. S. Forrester, A. K. Fraser, 
E. M. Fraser, P. Fraser, D. N. Gibbs, J. C. Gibson, J. J. Glover, 





FG. Goulder. Moira C. Gray. J. Guthrie, J. A. Guy. S. Harwitz, 
A. G. Hill, C. H. Howat, G. J. Hugo, J. L. Hunter, J. Cc. A. Hunter. 
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Elizabeth R. Jami Jessie M. Jamieson, T. T. Jardine 

. 8. Jeffrey, H. M. John:ton, R. ¥. Keers, P. L. Lai-Fook, J. 8. Lay. 

rence, E. Lazarus, E. 8. Lee, M. J. Leiserowitz, §M. A. Lockie 

I. M'I. MacAlister, A. L. Macdonald, A. Macdonald, C. R. Maedonalg, 

S.A. MacDonald, Margaret L. Mackay, J. MacKenzie, N.F, MacKenzie, 

C. Mackie, $A. U. Mackinnon, Jean MacD. MacLennan, P. A. Macleoq 

K. J. E. M‘Millan, W. MacD. Martin, A. E. Milne, J. M. Modak 

I. C. Monro, §W. I. G. Morris, H..L. Morrison, I. H. €. Morton, 

Rachel 1. Nelson, H. J. Newlands, J. A. Noble, J. M. Officer, D. Orr 

H. O. Parkinson, Margaret E. Paterson, §J. B. Pennybagher, 

SH. A. Raeburn, P. L. J. C. Ransome-Wallis, R. A. 4 

R. L. Renwick, A. N. Roxburgh, U. Schutzer, H. G, 

Ww. C. Service, T. I. Sibbald, I. H. Silverstein, D. W. G. Stith; : 

C. N. T. Spowart, D.-G. A. Stewart, H. Stewart, J. L. Swanston, 

A. Thomson, T. B. Tibbetts, J. 8S. Tough, G. Turner, R. E. Verney, 

L. 8. Wakefield, Elizabeth 8. Walker, R. Walmsley, G. Wats, 

Elizabeth J. Welford, Annie D.. Wilson,.T. T. B. Wood, J. Yunibandhy, 

Drproma IN Psycutatry.—W. J. Raitt. : 

DiPLoma IN RaproLtogy.—J. §. Fulton, ¥. N. Krishnamoorty, §, k, 

Montgomery, K. R. Speeding, J. C. Tainsh, A. G. C. Taylor. 


The following prizes were presented : 


Cameron Prize in Practical Therapeutics: G. R. Minot and W. Pp 
Murphy. Thesis Gold Medallists: J. S. Fulton, J. C. Moir, 
F. E. Reynolds. Shaw Macfie Lang Fellowship: I. G. W. Hi. 
Stark Scholarship in Clinical Medicine: C. P. Hay. Gunning 
Victoria Jubilee Prize in Medicine: R. Gaddie. Lauder Bruntog 
Prize in Pharmacology and Therapeutics: R. M. Murray-Lyon, 
Francis Mitchell Caird Prize: J. Lowe. Ettles Scholarship and 
Eeslie Gold Medal, Mouat Scholarship in the Practice of Physie, 
Annandale Gold Medal in Clinical Surgery, and the Murdoch Brown 
Silver Medal in Clinical Medicine: A.C. P. Campbell. Allan Fellow. 
ship in Clinical. Medicine and Clinical Surgery : J. B. Pennybacker, 
Buchanan Scholarship in Midwifery and Gynaecology: W.S. MR. 
Craig. James Scott Scholarship in Midwifery and Beaney Prize iy 
Anatomy and Surgery: W. I. C. Morris. Conan Doyle Prize: RB. B, 
Verney and G. Watt, equal. Royal Victoria Hospital Tuberculosis 
Trust Gold Medal: A. N. Roxburgh. Scottish Association for 
Medical Education of Women Prize: Jean MacD. MacLennag, 
Dorothy Gilfillan Memorial Prize: Margaret E. Paterson, 
Wightman Prize in Clinical Medicine: C. H. Howat. Pattisog 
Prize in Clinical Surgery and Sir Robert Jones Prize in Orthopaedie 
Surgery: Amelia N. Laws. Wellcome Medals and Prizes in the 
History of Medicine: Gold Medal, O. H. Jones; Silver Medal, R. M.§, 
M*Conaghey. Cunningham Memorial Medal and Prize in Anatemy: 
J.L. Henderson. Anderson Henry Prize: I. Mackenzie. Whiteside 
Bruce Bursary: N. Gray and J. K. Sutherland, equal. 


* Awarded gold medal for thesis. t Commended for thesis, 
| Highly commended for thesis. § Passed with honour, 





ROYAL COLLEGE OF SURGEONS iN IRELAND, 
Carmichael Prize Essay. 
TaE late Richard Carmichael, having bequeathed to the College 
a sum of money for the purpose of founding prizes for essays wpor 
certain subjects specitied by him, the President and Council give 
notice that, on the second Thursday in November, 1931, they wilt 
proceed to adjudge prizes of £150 and £100 for the best essays that 
may be presented to them, in accordance with the following 


medical profession in. its different departments of physic, surgery, 
and pharmacy, in Great Britain and Ireland, at the time of the 
writing of these prize essays.” (2) “ The state of the hospitals and 
schools of medicine, surgery, aud pharmacy.” (3) “ The state and 
mode of examination, or of testing the qualifications of cand: 
dates of the different licensing colleges or corporatious.of medicine, 
surgery, and pharmacy.” 





Che Services. 


AN R.A.M.C. MUSEUM AT CHELSEA. 

A museum, which also serves the purpose of library and study 
centre, has been established at the Duke of York’s Head- 
quarters, Chelsea, for the use of the officers and men of the 
Royal Army Medical Corps, 47th (2nd London) Division, T.A. 
It consists at present of only one room. though there is every 
sign that it will soon overflow into others. but. it has been 
pleasantly furnished and equipped with a number of interesting 
and educative objects. 

The museum was opened on July 26th by Lieut.-General 
H. B. Fawcus, C.B., Director-General Army Medical. Serviees, 
who explained that the idea originated in the mind of the 
curator, Captain H. A. C. Gregory. who wished to improve the 
educational standard of the R.A.M.C. recruit, and considered 
that, in order to get a proper grasp of the subjects im his 
curriculum, a man needed not only his manual, but: recourse 
to models, specimens, slides, and the like. Captain Gregory 
therefore approached Colonel L. D. Bailey and the other 
R.A.M.C. officers of the Division, who encouraged the project 
by every means in their power, and help was. enlisted from 
many quarters, including the County of London Territorial 
Army Association and the Royal Army Medical College at 
Millbank. General Faweus highly praised the conception, and 
expressed the hope that the museum would more than full 
the ambitions of its promoters. Colonel Bailey stated that it 
was the intention to have weekly lectures in the museum by 
specialists In their respective subjects, and the museum wou 
be open every day for the use of officers. non-commissi 
officers, and men; it was hoped to make it in time a tho 
equipped school of instruction. He mentioned some orthen 
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instructions prescribed by Mr. Carmichael: (1) “ The state of the’ 
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to whom special thanks were due for gifts and loans—first 
of all, Captain and Mrs. Gregory, whose donations had been 
most generous. The Royal Army Medical College had fur- 
nished an excellent set of anatomical and pathological specimens, 
st, George’s Hospital another set. Professor J. E. Frazer a 
life-size atlas, the 8th Hygiene Company a set of sanitary 
Sir Cuthbert Wallace (the honorary colonel) a micro- 
scope and set of slides, while various officers had to be thanked 
for exhibits and books. The museum contains an epidiascope, 
and is arranged with desks | and every convenience for study. 
Two life-size figures from Tussaud’s collection form a striking 
embellishment. One of them represents a private in the uniform 
of the old Hospital Corps of 1856, carrying a lan e, the purpose 
of which is obscure ; the other is an R.A.M.C. orderly of 
to-day, holding a Thomas splint. lhe models for these wax 
ss are two celebiated association footballers. 





models, 


figures 





DEATHS IN THE SERVICES. 
Lieut.-Colonel George Henry Bali, Bombay Medical Service 

(ret.), of Monte Carlo and of the Badminton Club, died in 
a nursing home in London, after a short illness. on July 11th. 
He was born on July 23rd, 1852, the son of Joshua Bull of 
Cork, was educated at Queen’s College, Cork, and graduated 
as M.D. and M.Ch. in the Queen’s University of Ireland in 
1877. Entering the I.M.S. as surgeon on March 30th, 1878, 
he became lieutenant-colonel after. twenty years’ service, was 
placed on the selected list for promotion on April 12th, 1903, 
and retired on June 30th. 1908. He served in the Burmese 
campaigns from 1885 to 1889, and received the frontier medal 
with two clasps; and in the Sudan. in the Dongola campaign 
of 1896, receiving the Egyptian medal and the Khedive’s medal. 
He rejoined for service in November, 1914, served in the 
Pavilion hospital for Indian troops at Brighton till it was 
closed early in 1916, and afterwards in various cther posts in 
England till the end of the war. He was granted a Good 
Service Pension on May 24th, 1922. 

Lieut.-Colonel Clarence Forbes Fearnside. Madras Medical 
Service (ret.), died at’ Vancouver on June 29th. aged 66. He 
was born on February 28th, 1864, the son ef John Fearnside 
of Aberdeen, and was educated in the University of that city, 
where he graduated as M.A. in 1886, and as M.B. and C.M. in 
1889. Entering the I.M.S. as surgeon on March 3lst. 1890, 
he became lieutenant-colonel after twenty vears’ service, and 
retired on September 10th, 1912. He served in the Chin Hills 
campaign, in 1892-93, on the Noith-East Frontier of India, 
gaining the frontier medal with a clasp. and also rejoined 
for service in the war of 1914-18. 

The death was recently announced of Lance-Corporal Joseph 
John Farmer of the Army Hospital Corps. who received the 
Victoria Cross for gallantry in the action at Majuba, in the 
first Boer war. The London Caczette of Muay 16th. 1881. 
announces the grant of the Cross as follows : 

“For conspicuous bravery during the engagement wiih the Boers 
at the Majuba mountain, on the 27th February, 1881, when he 
showed a spirit of self-abnegation and an example of cool courage 
which cannot be too highly commended. While the Boers closed 
with the British troops near the Wells, Corporal Farmer held 
a white flag over the wounded, and when the arm holding the flag 
was shot through he called out that he had ‘ another.’ He then 
yaisel the flag with the other arm, end continued to do so until 
that also was pierced with a bullet.” 


Medical Netus. 


THE annual Neech Prize of the Society of Medical Officers 
of Health for the best paper read before a branch or group of 
the society, has been awarded for the session 1928-29 to 
Dr. J. Sim Wallace for his address on ‘The prevention of 
dental caries,’’ published in Public Health, February, 1929. 
The award has been delayed to allow publication of all the 
papers submitted for consideration by the assessors. 

THE Fellowship of Medicine announces that an afternoon 
and evening course, compri-ing clinical and cystoscop'c 
demonstrations, will be given at All Saints’ Hospital, 
Vauxhall Bri@ge Road, from August 5th to 30th. A compre- 
hensive course in diseases of the chest will be held at the 
Brompton Hospital from August llth to 16th, when instruc- 
tion will be given throughout the day in the various depart- 
ments. Courses in the following month will include one In 
diseases of children at the Queen’s Hospital from September 
Ist to 13th, and another in medicine, surgery, and the 
specialties at Westuiuster Hospital from September 15th 
to27th, Post-graduates are inviled to apply to the Fellow- 
Ship of Medicine for copies of the syllabuses of the above 
Courses, and also for the programme ot work for the winter 
months. The provisional list of special courses for 1931 is 
now ready. 
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Mr. L. G. Brock, chairman of the Board of Control, will 
officially open the new Coleshill Hall Certified Institution for 
Mental Defectives, Birmingham, on Tuesday, September 16th, 
at 3 p.m. 


THE eleventh International Veterinary Congress will be 
held in the Central Hall, Westminster, from August 4th to 9th. 
On the evening of Sunday, August 3rd, the president (Sir John 
McFadyean) and members of the organizing committee will 
hold a reception at the May Fair Hotel. Other evening 
functions include a conversazione by the Royal College of 
Veterinary Surgeons, a banquet given by the Government to 
official delegates, a reception by the Lord Mayor and Corpora- 
tion at the Guildhall, aud the official banquet of the corigress 
at the Connaught Rooms. The programme of discussions 
includes a number of subjects closely related to human - 
medicine. The office of the organizing committee is at 
10, Red Lion Square, W.C.1. 


THE Minister of Health has addressed to local authorities 
a number of suggestions relating to the provision or extension 
of by-laws under the existing general law to meet the 
proposals outlined in paragraph 6 of the recommendations 
contained in the report to the Board of Trade by the De- 
partmental Committee on Deaths from Gas Poisoning which 
was published on February last. These recommendations 
were as follows: ‘‘(a) that where a hole is made for any 
purpose under the ground, through the wall of a new building 
or au existing building, the person executing the work shall 
stop up any resulting aperture so as to prevent the free 
passage of gas into the building; (b) that geysers shall be 
properly fixed and adjusted, and that both the apparatus and 
the room in which the apparatus is fixed shall be adequately 
and efficiently ventilated. It should be made unlawful to 
install or maintain a geyser without a proper flue. Model 
clauses are given in the circular to assist local authorities in 
framing their proposals. 


Dr. ARTHUR HAWKYARD has accepted the invitation of the 
local Liberal party to become Lord Mayor of Leeds. Under 
an agreement existing between the three parties on the City 
Council it-is the turn of the Liberals to nominate a candidate 
for the next municipal year. 


Sir JOHN COLLIE, the London County Council’s medical 
examiner, has tendered his resignation, with effect from 
February 15th next. He was appointed to the post in 1902. 
The appointment is a part-time one, and remunerated by 
fees on a capitation basis. 


ON July 13th a tablet in memory of Sir William Osler was 
unveiled at Ewelme Church by the Bishop of Oxford. As 
Regius Professor of Medicine in the University of Oxford 
Osler was Master of the Ewelme Almshouse, and whenever he 
could find time he loved to visit this secluded and picturesque 
spot. .He had its mouldy old records cleaned, bound, and 
preserved in a fire-proot safe in the muniment room. The 
tablet commemorates also Lady Osler and their son Revere. 


THE Cambridge University Press announces for early 
publication the third volume of Professor Karl Pearson’s 
Life, Letters, and Labours of Francis Galton. Volume iiia 
deals with ‘Correlation, personal identification, and 
eugenics,’’ volume iiib with “Characterization, especially 
by letters.’’ 

SHORT but useful accounts of the incidence and treatment 
of leprosy in Ceylon and the hills of Assam are published in 
the July yumber of the Leprosy Review, which is the quarterly 
publication of the British Empire Leprosy Relief Association. 
Practical points of treatment are indicated in five other 
articles, mention being made in one of the use of 2 per cent. 
and 6 per cent. alepol solutions in Persia, where hope is 
expressed that the disease may be eradicated in a decade or 
two, since very few of the lepers are really Persians by birth. 
Some useful hints are supplied by the Rev. F. W. Ross as 
regards the conduct of an Indian treatment centre, and other 
articles relate to diagnosis, classification, and prophylaxis. 
The July issue of Without the Camp, the quarterly magazine 
of the Mission to Lepers, comments on the progress of leper 
treatment centres, particularly in China and India. The 
Mission has obtained new offices at 7, Bloomsbury Square, 
W.C.1, to which address all communications should be sent. 





AS we go to press we learn with deep regret of the death, 
on July 30th, of Sir Francis Champneys, late obstetric 
physician to St..Bartholoinew’s Hospital and chairman of the 
Central Midwives Board, at the age of 82, An obituary notice 
will appear in an early issue of the Journal. The funeral will 
take place at Nampstcad Cemetery on August 2nd, at lla.m.; 
there will also be a requiem at St. Alban’s, Holborn, at 
8.30 a.m). on that day, followed by the first part of the funeral 
service at 10 o'clock. 
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Letters, Notes, and Anstuers. 


All communications in regard to editorial business should be 
addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their communications should authenticate 
them with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Financial 
Secretary and Business Manager, British Medical Association 
House, Tavistock Square, W.C.1, on receipt of proofs. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journal, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBERS of the British Medical Association 
and the British Medical Journal are MUSEUM 9861, 9862, 9863, 
and 9864 (internal exchange, four lines). 

The TELEGRAPHIC ADDRESSES are: 

EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 
Westcent, London. 

FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London. 

MEDICAL SECRETARY, Medisecra Westcent, London. 

The address of the Irish Office of the British Medical Association 
is 16, South Frederick Street, Dublin (telegrams: Bacillus, 
Dublin; telephone: 62550 Dublin), and of the Scottish Office, 
7, Drumsheugh Gardens, Edinburgh (telegrams: Associate, 
Edinburgh; telephone 24361 Edinburgh). 





QUERIES AND ANSWERS. 


DERMATITIS HERPETIFORMIS, 

Dr. J. E. RicnHMonpD (Liverpool) writes: I should be grateful if 
someone would suggest some form of treatment, which has been 
tried with success, for a case of dermatitis herpetiformis. I cite 
an case of a young man, aged 30. Duration of disease,.one year. 
The “ usual ” treatment has been tried. 


TREATMENT OF ASTHMA. 

“W.” writes: I would be glad to know if any of your readers have 
tried Dr. Paul Cantonnet’s treatment of asthma, and with what 
results? Is there any translation of his paper available in 
English? The pamphlet I have is entitled “ Traitement curatif 
de l’Asthme.” Par Docteur Paul Cantonnet. Communiqué & 
VAcademie de Médecine, le 22 KF évrier, 1929. Deuxiéme édition. 
Norbert Maloine, 22, Rue de l’Ecole de Médecine, Paris. 1929. 


COLOUR-BLINDNESS. 

“A.B.” writes: I should be glad if any of your readers could give 
information regarding colour-blindness (especially red). Is 
there any treatment? What professions or trades are suitable ? 
Is the medical profession unsuitable? What literature can be 
consulted, especially as to career ? 


KevpinG Fir 1n Hot CLiMAres. 

Dr. E. J. Batt. (Clifton) writes in reply to “ C. H. B.” (July 26th, 
p. 168): 'I'ry hot tea. In the old sailing-ship days my fathor was 
seven years on end in one commission on the Gold Coast, etc. 
Three doctors in his ship died in succession, and on one occasion 
he was one of about a dozen in his ship’s company of 180 men 
who did not get yellow fever. The doctors, he told me, drank 
spirits, and used to laugh at him for drinking hot tea. _But the 
ten induced perspiration, and he lived while they died. He was 
not a teetotaller. 


CLEANSING OF THE CHALICE. 

TH. VEN. BERESFORD PortrerR, M.A., sometime Archdeacon in 
Cyprus and Syria, writes: I see in your issue of July 26th two 
observations by “ Medicus” and “ R” concerning the cleansing 
of the chalice in the Holy Communion service. This matter was 
discussed at the last Lambeth Conference, and a leading bishop, 
T understand, reported that the best way of meeting the difficulty 
was the adoption of intinction. Nothing, however, was finally 
settled; but in the proposed prayer book of 1927 (p. 283) the 
following words were used: “ When it is desirable to administer 
both kinds together the words of administration shall be said 
thus,” etc., and the note was added “ that the same order shall 
be observed, with the permission of the bishop, when it is 
deemed necessary, through grave danger of infection, to ad- 
minister both kinds togetheratthe open communion.” Although 
this prayer book has not received the approval of Parliament, 
there is not the slightest doubt that no objection could or would 
be made by Parliament to action suggested by this proposal of 
the bishops and Church Assembly. This I know from a leading 
opponent of the new prayer book. Many clergy have already 
agreed to offer intinction, at the open communion, to any 
communicant desiring it. This can be arranged by such com- 
municants kneeling at the extreme end of the altar rails, and the 
bread or wafer dipped in the wine while administering to them. 
The priest would then continue to administer to the remaining 
communicants in the accustomed way. It should be observed 
that on and after the Council of Clermont, A.D. 1095, Pope Urban 
the Second agreed to the custom of dipping the bread in the 








wine when there was any danger of spilling the wine, and algy 
in administering to the sick. In A.D, 1414-18 the Couneil of 
Constance forbade communion in both kinds. It was not untij 
A.D. 1547 that the present undesirable practice, which a great 
number of leading medical men now condemn, especially jy 
large centres of population, was introduced by Archbishop 
Cranmer. I understand that a considerable number of people 
in the English Church, failing an arrangement for intinction 
receive only in one kind. 


Dr. FREDEKIC SaNpEns writes on this subject: My grandfather 
always attended church thrice on Sundays, my father (a doctor; 
twice, myself usunily once, but unless the abominable ang 
disgusting practice ‘at present obtaining in the communioy 
service is changed, I shall do what 1 can to prevent my soy 
attending at all. 





LETTERS, NOTES, ETC. 





THE “ MEDICAL DIRECTORY.” 

Messrs. J. AND A. CHURCHILL (40, Gloucester Place, Portman 
Square, W.1) write: ‘he annual circular for the Medical Director 
has been posted to each member of the medical profession, ]f 
the form has not been received a duplicate will be sent on 
request. We shall be grateful for the return of the forms by ay 
early post. ; 

THe Foor AND THE SHOE. 

Mr. JoHN HoyLe (general secretary of the Boot Trades Associa. 
tions, Ltd.) writes: The leading article in the Journal of July 5th 
on “The foot and the shoe” has greatly encouraged us in our 
efforts to achieve some form of agreement in the trade up 
what constitutes healthy footwear. We particularly wish t 
secure the interest of the medical profession in our attemptt 
bring home to the public the value of sound footwear as an aid 
to lessening foot troubles and the risk of illnesses which aris 
from damp feet. ‘The boot and shoe trade has spent many 
mouths on research work, and has sought the advice of many 
authorities in its endeavours to collect data useful to the trade, 
The human foot has been classified into certain types, and this 
classification has been made available to manufacturers with as 
view to helping them to replace obsolete methods of “ fittings.” 
Special instruments have been devised which enable the category 
of afoot to be immediately determined and the appropriate type of 
shoe selected. I may mention, as evidence of the desire of our 
Federation to improve footwear along correct lines, that we have 
had the benefit of the honorary advisory services of an ortho- 
paedic surgeon who, in lectures and by personal advice, has 
given our members a better knowledge of the anatomy of the 
foot in relation to the construction of lasts. It will therefore 
be seen that the trade is doing its best to encourage the mann 
facture and use of sensible footwear, and it would appreciate 
nothing more than the endorsement of the medical profession, 


DELAYED GROWTH IN HEIGHT. 

Dr. D. I. ConNOLLY (Sale) writes: The following case of delayed 
growth in height occurring after the age of 30 years might, 
I thought, be of interest. A lady, aged 30 years, consulted me 
some two months ago about dizziness, nausea, and malaise, 
I ordered rest in bed and strictly fluid diet. Jaundice of an 
obstructive type intervened, and I gave her small doses of 
calomel and a bismuth mixture. She stayed in bed six days 
and all the symptoms gradually cleared up. When she got out 
of bed both her husband and she were astonished to notice that 
she seemed appreciably taller. Measurements were taken and 
checked, and it was found that she had grown 13 in. in height 
during the six days in bed. A fortnight later she was measured 
again, and she had grown another 1/2 in., again checked. This 
was about five weeks ago. Since then she has remaiued 
stationary in height. She now measures 5ft.6in. She has one 
brother younger than herself and two sisters older, and all of 
them are 6ft. lin. in height. ‘lo many of us I feel sure this case 
will be unusual, I have not looked up the literature on the 
subject. Perhaps some of your correspondents could throw 
light on the matter? 

INFECTED Eaes. 

Dr. E. F. Witts (Rendlesham Hall, Woodbridge) writes: Ia 
the British Medical Journal of July 12th (p. 56) Dr. Scott gives 
a very illuminating account of infection conveyed by ducks’ 
eggs. The mode of infection of the egys is said to be in utera 
May I suggest a second mode of infection that is just possible. 
In hot countries eggs are kept covered from biting flies, a8 
several kinds can pierce the shell and so contaminate the 
contevts. I have seen a mosquito pierce the shell of a chickeu’s 
egg, and such eggs go bad, as the shell is no longer whole. 
Ditches produce several kinds of biting insects, and it seems 
quite possible that infection would be conveyed in this way. 
1 had a section of a mosqnito’s head and proboscis, showing in 
the proboscis, and travelling toward the tip, a pair of filariae; . 
these would be injected into the victim first bitten and a whole 
cycle of filariasis started in the body of it. Would it be possible 
for _ eggs to be infected in this Way by some poisonous 
gnat ¢ 





— VACANCIES. 
pcs pe yet offices vacant in universities, medical colleges, 
and of vacant resident and other appointments at hospitals, 
will be found at pages 32, 33, 34, 35, 38, 39, and 40 of out 
advertisement columns, and advertisements as to partnerships, 
assistantships, and locumtenencies at pages 36 and 37. 


A short summary of vacant post ae a ‘ 
columus appears in the Supplement sone oe ae 
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- HIPPOCRATES 

"i | (460-370 B.C.) 

In therapeutics, the “ Father of Medicine ” believed 

in assisting nature, although he knew the use of 

- many drugs. Fresh air, good diet, barley water, 

me wine, massage, hydrotheraphy and purgation 

on were the plain expedients which he advocated. 

to 
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is 

ay B LACK HELLEBORE.,the universal purge in the days 
ie of Hippocrates, has probably helped many to return 
nt ° ° 

hs to health, who would have been little benefited by 
“ bleeding and other heroic contemporary measures of 
- treatment. 

_ A clean intestinal tract is of no less importance 
rs to-day in maintaining and restoring health than in 
(ore ancient times. But the therapeutic measures have 
vate changed. Modern research has made available 
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al of the danger of irritation of mucous membranes 
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Fatigue Syndrome 
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are usually conditions in 


which a definite pathology 
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has proved its value in treat- 
ment, through its action in: 


Stimulating cell metabolism, 
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